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In recent years there has been an increasing awareness 
by physicians, social scientists, and laymen that alcohol- 
ism is a medical problem and that it is a vast one. Several 
million persons in the United States alone are subject to 
this syndrome. With the introduction of new drugs and 
the advance of psychiatric knowledge and techniques and 
with the advent of Alcoholics Anonymous, the former 
gloomy prognosis of alcoholism has been replaced by an 
attitude of hopefulness and interest that is entirely justi- 
fied. A variety of excellent papers on specialized aspects 
of alcoholism have appeared in recent years, but, as is 
often the case, the literature leaves the physician who 
deals with alcoholics only occasionally in the difficult 
position of having to make his own synthesis from these 
various sources. It is our aim to fill this gap by discussing 
the day to day medical management of alcoholism. 

It must be emphasized that we have arbitrarily ex- 
cluded consideration of psychotherapy from this presen- 
tation. This is not a value judgment. We are of the 
opinion that most alcoholics have underlying personality 
problems of varying magnitude and that proper treat- 
ment must include a therapeutic approach to these 
problems through one or more of many fruitful channels, 
such as counseling by an understanding physician or 
religious advisor, individual or group psychotherapy, or 
Alcoholics Anonymous. Such a systematic approach to 
reorientation of the personality is fundamental in the 
long-term treatment of alcoholism. 

When alcoholic patients are first seen, they may 
present themselves in the acute alcoholic state, the post- 
alcoholic state, or in the chronic state, hoping to avoid 
further flare-ups. Each of these conditions presents 
special probems in management, and each will be treated 
separately. 

ACUTE ALCOHOLIC STATE 

The acute alcoholic state may be defined as a period 
of uncontrolled drinking that interferes with a person’s 
ability to function effectively. It may last from a day or 
two to several months, and it is usually accompanied by 
varying degrees of acute alcoholic intoxication, The 
duration is often determined only by the patient’s ability 


to continue to drink, and this may vary widely in differ- 
ent persons. This phase is what most laymen consider 
the characteristic behavior of the alcoholic. It is what 
they refer to as a “spree,” “binge,” or “bender.” Much 
severe and irreparable harm may be done to family rela- 
tionships and to job and other interpersonal associations 
during an acute alcoholic episode. The bodily harm, 
accidents, and difficulty with the law that so often occur 
in the course of alcoholism are most frequently encoun- 
tered during this phase of the illness. 

When successfully managed, this phase of alcoholic 
disease offers an excellent opportunity for orientation of 
the patient to the real nature of his illness and to begin 
the over-all, long-range program necessary for its allevia- 
tion and the patient’s rehabilitation. To look upon 
therapy administered during this phase as a simple “dry- 
ing out procedure” is a mistake, and, if the only concern 
of the physician is to sober the patient up, he will miss an 
important opportunity to really help the alcoholic toward 
a useful, productive life. 

It is held by many that it is useless to attempt to treat 
anyone during the acute alcoholic state unless the phase 
has run its course and the patient himself is anxious for 
treatment. This may be generally true, but not infre- 
quently the physican may be able to convince a patient 
to accept treatment despite considerable reservation on 
the patient’s part. If the therapy administered can suc- 
cessfully break the circle and ease the difficult immediate 
postalcoholic period, as many of the newer methods can, 
then much unnecessary suffering is eliminated and the 
possibility of a serious tragedy may be avoided. We do 
not question the advantage of wholehearted cooperation 
by the patient; experience shows that, if he can be pre- 
vailed on to try treatment, the acute alcoholic episode 
may be considerably shortened. While trying to talk the 
acutely alcoholic patient into accepting therapy is worth 
while, it must be remembered that threats and an atti- 
tude of disapproval will do more harm than good and 
that waiting may prove necessary. 

The ideal place for treatment of the acutely alcoholic 
patient is the hospital, and every effort should be made 
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to convince both the patient and the hospital of the wis- 
dom of this arrangement. It is surprising how little 
difficulty most acutely alcoholic patients cause in hos- 
pitals, a fact repeatedly confirmed by those hospitals 
courageous enough to admit this type of patient on the 
same basis as any other. It seems as though merely treat- 
ing these people as any other sick person somehow makes 
them more tractable and cooperative. Occasionally, they 
become model patients. Hospitalization in open or gen- 
eral hospitals is not to be recommended if the patient is 
actively against any treatment or if force must be used. 
It is also best to treat active delirium tremens under more 
protected conditions than are generally available in open 
hospitals, although this can also be accomplished when 
necessary. 

Hospitalization allows the physician complete control 
over the patient and is particularly helpful in the abrupt 
withdrawal of alcohol, a condition we believe preferable 
in the management of the acute alcoholic state. It 
removes the patient from members of his family and from 
home situations that may have been instrumental in 
bringing on the acute drinking episode and that are, 
indeed, an important factor in chronic alcoholism. Many 
of the newer techniques to be described are best carried 
out in the hospital where adequate laboratory and other 
special facilities are readily available. 

Although we feel that hospitalization in acute alcohol- 
ism affords the most efficient way to therapy, such 
patients can be treated at home and even on an ambula- 
tory basis. A great deal depends on the severity of the 
acute phase, the nature of the home, and the facilities 
available therein, and it goes without saying that a great 
deal depends on the motivation and sincerity of the pa- 
tient. The use of nurses for the first few days may greatly 
simplify the patient's care. 

A complete physical evaluation should be performed 
as soon as is practical. Concomitant chronic or acute 
illness is not uncommon in the alcoholic and may com- 
plicate the acute alcoholic phase, or vice versa. It is easily 
overlooked in the turmoil accompanying acute alcohol- 
ism. Knowledge of other illness is important in deter- 
mining the choice of therapies, particularly if hormonal 
treatment is contemplated. 

The specific management of the acute alcoholic state 
may be conveniently considered in three general areas. 

Correction of Existing Physical and Physiological 
Abnormalities.—Correction of existing abnormalities 
should include consideration of fluid balance, correction 
of salt and nutritional deficiences when they exist, and 
diagnosis and correction of existing diseases. Most pa- 
tients who have been drinking in an uncontrolled fashion 
for any length of time have sustained some degree of 
dehydration; this state should be recognized and cor- 
rected. In mild cases in which the patient is cooperative, 
the oral administration of whatever fluids the patient 
prefers is sufficient. A number of physicians feel that a 
varying but significant and specific loss of sodium chlo- 
ride accompanies any acute alcoholic episode. This salt 
depletion is, in the opinion of some, a major factor in 
the patient’s continuing compulsive drinking. In view of 
the foregoing and in view of recent concepts that impli- 
cate adrenal hypofunction in the acute alcoholic state, 
the use of salt in the treatment of this condition has been 
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made a routine procedure by many. The value of salt 
has been clearly borne out in our experience. When pos- 
sible, a patient may take it by mouth, either by taking 
salt tablets or by salting ingested fluids heavily. The 
intravenous use of isotonic sodium chloride solution is, 
of course, always available. Two to four grams of sodium 
chloride is the usual dose in the first 24 hours, of which 
not more than 2 gm. should be given intravenously. 

The use of vitamins, particularly the B group and vita- 
min C, has been met with varying amounts of enthusiasm 
from time to time. By and large, we feel that their use 
in the treatment of the acute alcoholic state is warranted, 
since all other foods are often abandoned for alcohol 
and since a certain degree of acute avitaminosis can be 
presumed present after a drinking bout of more than a 
few days. In addition, the effect of vitamins of the B 
group on the state of the liver, and of C on the adrenal 
gland, is a beneficial one. Vitamins can be administered 
orally or intravenously. Large doses of vitamin B and at 
least 0.5 to 1 gm. of vitamin C should be given daily for 
the first two or three days. 

Management of Symptoms Associated with Acute 
Alcoholic Intoxication—Symptoms, such as marked 
hyperexcitability, restlessness, and nausea or vomiting, 
may be features of acute intoxication, and their control 
is a very important part of the management of the patient. 
As part of this management, one should also consider 
the use of agents to hasten the body metabolism of alco- 
hol. Although considerable doubt exists as to whether it 
is possible to speed the metabolism of alcohol in the 
body, certain persons respond to intravenous adminis- 
tration of dextrose or dextrose and insulin. Inasmuch as 
the intravenous use of dextrose may be considered gen- 
erally beneficial in the treatment of the acute alcoholic 
state, its use, particularly when severe intoxication is 
present, is advised. There is as yet no clear-cut evidence 
to support the idea that the use of insulin hastens the 
metabolism of alcohol in the body. 

The management of acute alcoholic intoxication has 
been radically changed by the introduction of the adrenal 
steroid hormones. We feel this represents a significant 
advance. Although the exact relationship of adrenal func- 
tion to alcoholism has by no means been conclusively 
demonstrated, it is evident that the use of these steroids 
in the acute alcoholic patient may result in striking and 
rapid improvement. Our experience has been mainly in 
the use of aqueous extracts of the adrenal gland and the 
pituitary-adrenal-cortical-stimulating hormone (ACTH). 
The use of these substances intravenously in those pa- 
tients requiring more than merely mild symptomatic ther- 
apy has resulted in rapid relief of the acute intoxication, 
marked diminution in the symptoms usually associated 
with the immediate postalcoholic state, and a shorter 
period of duration of these symptoms. In many instances, 
it has made the need for sedation much less urgent and 
has frequently made only small amounts of sedatives nec- 
essary. We have used these hormones as soon as treat- 
ment was instituted. When aqueous cortical extracts are 
to be used, 20 to 60 cc. should be added to 1,000 cc. of 
dextrose and sodium chloride solution infusion, and the 
infusion should be administered at the usual rate. Twenty- 
five milligrams of corticotropin (ACTH) in a similar in- 
fusion may be administered. Such an infusion should take 
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from six to eight hours to administer and may be repeated 
daily for a few days. Although significant side-effects are 
not likely on this small dosage, it is wiser not to exceed 
2 gm. of sodium chloride per day. If significant cardiac 
or renal disease is present, the use of aqueous extracts 
probably widens the margin of safety. In patients in the 
acute alcoholic state, we have seen no ill-effects from the 
use of the adrenal stercids in the amounts described. 

The relationship of adrenal steroid therapy and acute 
psychotic episodes is well established. When there is rea- 
son to suspect an underlying psychotic or prepsychotic 
personality, it is wiser to lessen the danger, to use the 
adrenal aqueous extracts than corticotropin. Although 
the use of adrenal steroids diminishes the need for seda- 
tion in the acute alcoholic state, some sedation is usually 
needed. Whenever possible, it is best to avoid the use of 
barbiturates because of the increased danger of establish- 
ing addiction in the alcoholic patient. Trichloroacetalde- 
hyde (Chloral) or bromide and trichloroacetaldehyde 
have been useful in those patients receiving steroid ther- 
apy. The danger of giving trichloroacetaldehyde to an 
acutely intoxicated patient must be borne in mind, how- 
ever. The relatively rare occurrence of trichloracetalde- 
hyde intoxication should be watched for. Paraldehyde in 
small doses still is an extremely useful sedative in the 
alcoholic. In general, the fewer sedatives used the better, 
and the avoidance of the barbiturates when possible is a 
good policy. When barbiturates cannot be avoided, they 
should be reserved for giving a good night’s rest. 


Control of Symptoms Associated with the Immediate 
Postalcoholic State-—Marked tremor and tension feel- 
ings and other symptoms generally grouped together as 
psychomotor hyperactivity may be a significant feature 
of the immediate postalcoholic state. These symptoms 
are very disturbing to the patient and are the most im- 
portant cause of immediate resumption of drinking. It is 
of the utmost importance that every effort be made to 
relieve them and that the patient be kept under strict con- 
trol until such symptoms have sufficiently disappeared to 
make the likelihood of resumption of drinking minimal. 

As has been previously mentioned, the number and 
degree of immediate postalcoholic symptoms is markedly 
lessened, if not altogether obviated, by the use of the 
adrenal steroids. If such symptoms are significant, the 
use of mephenesin (Tolserol) in doses of 0.5 to 1.5 gm. 
every four to six hours may be helpful. It is during this 
phase of the illness that addiction to sedatives is most 
likely to occur. Sedatives should be used if necessary but 
in a very controlled manner. The prescriptions issued to 
the patient should be for minimal amounts and repeated, 
rather than for larger amounts. When postalcoholic nau- 
sea and vomiting is a significant feature, the use of Apo- 
famine (phenobarbital, 15 mg.; atropin sulfate, 0.1 mg.; 
scopolamine hydrobromide, 0.2 mg.; benzocaine, 0.1 
gm.; riboflavin, 4 mg.; pyridoxine, 2.5 mg.; and nico- 
tinamide, 2.5 mg.), useful in the control of these symp- 
toms, may alleviate the condition when general measures 
have not been successful. 

Depression and guilt feelings are often a prominent 
part of the postalcoholic state. Simple (not effusive) re- 
assurance and gentle planning for the future (without en- 
couraging or permitting unreasonable promises ) can help 
relieve these symptoms. 


ALCOHOLISM—FELDMAN AND ZUCKER 897 


Delirium tremens is a special complication of the 
postalcoholic state that is extremely important to recog- 
nize and deal with. It may result in death if unrecognized 
or mismanaged. Essentially, it is characterized by acute 
psychomotor agitation, acute visual and auditory hallu- 
cinations, tachycardia, and, ultimately, signs of periph- 
eral circulatory collapse. The use of the adrenal steroids 
in delirium tremens has resulted in a really significant 
advance in the management of this condition and, not 
frequently, has been lifesaving. The method of their 
use is the same as described in the general use of the 
adrenal steroids in acute alcoholism. If aqueous adrenal 
extract is used, large quantities should be used (at least 
40 to 60 cc. per 1,000 cc. infusion). Corticotropin, given 
intravenously in doses of 25 to 50 mg. per day, seems to 
be adequate. The use of supportive therapy, including ad- 
ditional fluid, salt, vitamins, and sedation, must be used 
as the indication arises. It is interesting to speculate as to 
how often the development of delirium tremens may have 
been avoided by the early use of adrenal steroid therapy 
in acute alcoholism. 

Alcoholic coma is a special complication of the acute 
alcoholic state. The coma is, of course, due to the anes- 
thetic effect of the alcohol on the brain, and the treatment 
is much the same as that of any anesthetic coma. The im- 
portance of watching for evidence of respiratory failure 
must be stressed. The possibility of pulmonary infections 
complicating prolonged coma should be borne in mind. 
Proper nursing care and the use of antibiotics are part of 
the management. 

Convulsions occasionally are a feature of the post- 
alcoholic state. When they occur, they usually appear 
after the acute drinking has stopped and, therefore, might 
be considered a complication of the immediate postalco- 
holic period. They can be quite severe. In most instances, 
no evidence of true epilepsy can be found. When this com- 
plication does occur, however, a thorough study including 
electroencephalography should be done if it has not been 
done in the past. Adequate dosage of anticonvulsive 
drugs should be used to control the episodes. These con- 
vulsions are usually limited to the immediate postalco- 
holic period, and, when they do occur, they tend to reap- 
pear with each alcoholic episode. 


LONG-RANGE MEDICAL THERAPY 

The management of the alcoholic between bouts has 
stirred up the hopes and anxieties of alcoholics, their 
families, and their physicians for many centuries. As is 
often true of complicated problems, simple panaceas are 
constantly sought and oft proclaimed. There is not now, 
and probably never will be, any simple method of turning 
an alcoholic into a nonalcoholic; as in any chronic illness, 
a period of long hard work must be contemplated. 

Williams ' and Mardones?” advocate an elaborate nutri- 
tional regimen including massive vitamin therapy as a 
cure for alcoholism. They postulate that alcoholism is a 


1. Williams, R. J.: The Etiology of Alcoholism: A Working Hypothesis 
Involving the Interplay of Hereditary and Environmental Factors, Quart. 
J. Stud. Alcohol. 7: 567-587, 1947. Williams, R. J.; Berry, L. J., and 
Beerstecher, E., Jr.: Biochemical Individuality: Genetotrophic Factors in 
the Etiology of Alcoholism, Arch. Biochem. 23: 275-290, 1949. Williams, 
R. J.: Nutrition and Alcoholism, Norman, Okla., University of Oklahoma 
Press, 1951, pp. x-82; Alcoholism as a Nutritional Problem, J. Clin. Nutri- 
tion 1: 32-36, 1952. 

2. Mardones, J. R.: On the Relationship Between Deficiency of B 


Vitamins and Alcohol Intake in Rats, Quart. J. Stud. Alcohol. 12: 563- 
578, 1951. 
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metabolic disease of hereditary nature. Although most 
patients on such a schedule experience some feelings of 
well-being, various workers, following those techniques 
rigidly, have seen no significant effects on the drinking 
patterns of most alcoholics. Others claim mediocre 
results. The lack of clear-cut results does not seem sur- 
prising. Many alcoholics can voluntarily stop drinking 
for varying lengths of time, from weeks to months, for 
reasons that they consider adequate. For instance, an 
internist recently told of her surprise at the good health 
of two of her alcoholic patients. Each one when ques- 
tioned said, “But of course, I’ve stopped drinking for 
Lent.” “How could they do that,” she asked, “if this 
were primarily a biochemical problem?” 

Hormone treatment is a more complicated subject. As 
mentioned previously, there is evidence of adrenal deple- 
tion during alcoholic bouts. There is also a body of evi- 
dence that there may be adrenal depletion in chronic 
alcoholics. A number of reports have been published of 
patients who stopped drinking for considerable periods 
of time’ while receiving injections of adrenal cortical 
extracts (ACE and Eschatin); these are given daily, at 
first, and then at weekly intervals. The doses have varied 
from | to 5 or 10 cc. given intravenously or intramuscu- 
larly. These are aqueous extracts; the lipoextract is never 
given intravenously. Corticotropin and cortisone have 
been used in such treatment regimens with similar 
results. Dosage schedules are somewhat lower than in 
many of the medical diseases in which they are effective. 
Here again the long-term results have not, in most hands, 
shown that any hormone is a sole and sufficient answer 
to the problems of most alcoholics, and, with one excep- 
tion, none of the investigators have made such a 
claim. In this regard, the voluntary abstainers again 
illustrate a theoretical objection to a purely biochemical 
mechanism. 

Neither vitamins nor hormones are the cure for 
chronic alcoholism, but this does not mean that vitamins, 
hormones, and dietotherapy have no place in its treat- 
ment. On the contrary, their role is important. Approxi- 
mately 25% of the patients starting treatment for chronic 
alcoholism show evidence of moderate or severe mal- 
nutrition—often with lip, hair, and skin changes asso- 
ciated with depletion. The sense of physical well-being 
resulting from replacement of vitamins, proteins, and 
hormones and the sense of emotional ease resulting from 
the direct evidence of the interest of a competent physi- 
cian both play an important role in helping these patients 
stay on the difficult road of sobriety and learn about 
themselves and their disease. Some physicians feel that, 
aside trom the question of malnutrition, a low carbo- 
hydrate diet is important in alcoholics. Our own experi- 
ence has not convinced us of this. 

Conditioned reflex therapy is just what its name im- 
plies; it is a method of establishing an aversion to alcohol 


3. Tintera, J. W., and Lovell, H. W.: Endocrine Treatment of Alco- 
holism, Geriatrics 4: 274-280, 1949. Lovell, H. W., and Tintera, J. W.: 
Alcoholism: Recent Advances in Its Treatment, M. Times S80: 191-198, 
1952. Smith, J. J.: Endocrine Basis and Hormonal Therapy of Alcoholism, 
New York J. Med. 50: 1704-1706, 1950. McAllister, R. G.: Use of 
Adrenal Cortical Hormone in Alcoholism: Report of 100 Consecutive 
Cases, Virginia M. Month. 79%: 70-73, 1952. 

4. Lemere. F., and Voegtlin, W. L.: Evaluation of Aversion Treatment 
of Alcoholism, Quart. J. Stud. Alcohol. 11: 199-204, 1950. 

5. Larimer, R. C.: Treatment of Alcoholism with Antabuse®, J. A. 
M. A. 150: 79-83 (Sept. 13) 1952 
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by the repeated association of nausea and sickness with 
the drinking of alcoholic beverages. This method has 
been used extensively on the west coast * and to a lesser 
degree in Boston, but it has not obtained a significant 
foothold elsewhere in this country. Doubtless, this treat- 
ment helps some alcoholics. Enough patients have been 
seen who had relapses following this training to make 
us feel that at present it is not the method of choice. 
From a theoretical point of view, the ultimate failure in 
some cases is not surprising, for the patients are offered 
no positive incentives to stop their drinking and no new 
outlets for the forces that led them to drink abnormally. 


DISULFIRAM-ALCOHOL REACTION 

We feel that the most important advance in the medi- 
cal management of chronic alcoholism has been the 
advent of disulfiram (Antabuse). The role of disulfiram 
is to provide the patient with a simple and clear-cut tem- 
porary reason not to drink, namely the inability to drink 
without getting sick. This reality ordinarily outweighs 
any rationalizations or impulses of the moment. Psychia- 
tric data have made clear the ambivalence in the alco- 
holic’s attitudes toward drinking. When he seeks help, 
the dominant part of him wants to stop drinking, but there 
are parts of him that dissent boldly from that decision. 
This is the reason disulfiram has proved so helpful; the 
reality of the disulfiram-alcohol reaction helps many 
patients avoid that first drink and provides a built-in 
cooling off period during which they cannot run blindly 
and self-destructively away from their fears and troubles. 

A young woman who had had several years of psycho- 
therapy commented on this recently. “My psychotherapy 
has helped me in every way except with the drinking,” 
she said. “Antabuse has been a godsend. I still get in 
rages against my husband and against my psychiatrist, 
and, always before, when I was angry like that, I would 
get drunk. Now I can’t, and by the time I can, if I stop 
the pills, I'm not angry any more and so I start the pills 
again.” 

What of the effectiveness of disulfiram? It is surprising, 
considering all the variability and variables involved, 
that the statistics in recent papers on disulfiram therapy 
turn out very much the same. Larimer * was able to keep 
in touch with 118 of 193 patients. Of the 118, 25, 
21%, seemed to be total failures in that they abandoned 
disulfiram and reverted to their previous drinking habits. 
Forty per cent of the patients seemed to conquer their 
alcoholism with the aid of disulfiram; that is, they stayed 
sober and continued to take disulfiram. Another 25% 
stayed sober or had one or two minor relapses after 
having taken disulfiram for a variable period of time. 
The final 16% had taken disulfiram intermittently and 
had done some drinking. Those who have had experi- 
ence with alcoholism will agree that some of the 78% 
who seem to have been more or less rehabilitated by 
disulfiram will later seem to be failures, but it is also true 
that some of the so-called absolute failures will later 
return for further help and may eventually be rehabili- 
tated. Whatever percentage of cure one accepts, out of 
the 78%, it is likely to be much higher than most stu- 
dents of the field would have thought possible in other 
days. 
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Mann and his group in Hartford ® reported a smaller 
series intensively studied. Of their 32 patients, 7, or 
22%, were so-called absolute failures—1% more than 
in Larimer’s series. If their figures are studied, it will be 
seen that the remaining 78% either were helped in vary- 
ing degree or were in a condition to be helped, since 
administration of the drug in 25% of the patients was 
stopped by their physicians for reasons that at present 
might not be considered obligatory. Statistical and per- 
sonal experience both show that disulfiram puts many 
alcoholics in a position to be rehabilitated. What then 
about the practical points of pharmacology, dosage and 
toxicity, and indications and contraindications? 

The consensus is that a single 0.5 gm. tablet daily for 
an indefinite period of time is a satisfactory dose. Cer- 
tainly the larger doses given in the early days of disul- 
firam therapy had many ill-effects and are not to be 
recommended. A considerable number of patients will 
complain persistently of side-effects that will be described 
later; these patients may be carried on 0.25 gm. (one- 
third of a tablet) daily with adequate protection, which 
means sufficient reactivity to alcohol. A few patients 
can be maintained on 0.125 gm. (one-quarter of a 
tablet), rarely on less. 

Since there is no cumulative effect of the drug, no 
intermissions are indicated. On discontinuing therapy, 
it usually takes from 48 to 72 hours to clear the blood 
sufficiently to permit drinking without toxic effects. In 
some cases, the effects persist for five to seven days. An 
honest discussion of this variable with the patient is, we 
feel, necessary. A patient who has been told that the drug 
effect lasts five days and who finds that it lasts only two 
or three days will feel that he has been fooled; most 
alcoholics cannot tolerate this feeling. 

The method of administration is psychologically im- 
portant. The tablets should never be administered 
surreptitiously, although families often make that sug- 
gestion. Unless the patient knows that he has disulfiram 
in his system, he has no protection; he is merely in a 
position to be poisoned or to unknowingly poison him- 
self. The patient is the one who must stop drinking, and 
he should take the pill without prying or checking on 
the part of the family. Lies, evasions, and subterfuges 
are part of the alcoholic syndrome, and these old destruc- 
tive habits will be brought into play if snooping is en- 
couraged. Only the physician who has the courage to 
understand and not to judge the patient for lapses is in 
a position to help the patient get used to the drug and to 
abstaining. 

We often advise our patients to take their tablet in 
the morning when they brush their teeth, in an effort to 
make taking the pill as habitual and free from doubt and 
unconscious evasions as possible. As soon as the tablet 
has to be thought about, it is likely to be omitted. For the 
occasional patient who remains persistently drowsy on 
disulfiram, the tablet can be taken at night so it will 
act as a welcome sedative but still give adequate protec- 
tion for the following day. 

In addition to working out a dosage schedule, it is 
important to warn the patient against alcohol contained 
in substances not usually associated with drinking. Many 
medicines have alcoholic vehicles. These cannot be used 
and should be specifically warned against. Wine cookery, 
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wine sauces, and wine vinegars can prove toxic, as can 
alcohol fumes in large volume. 

Many side-effects have been reported. In our experi- 
ence, drowsiness, headache, nausea, loss of appetite, and 
fatiguability are most commonly seen. Some patients are 
troubled by change of bowel habit with or without ab- 
dominal cramps, some by diminished potency, and a few 
by a metallic taste or a rash. Many patients report one 
or another symptom during the first days on disulfiram. 
If the symptom is not severe, simple reassurance usually 
suffices to calm the patient, and the symptom disappears 
spontaneously after a few days or weeks. If the symptom 
is severe or persistent, the dose should be diminished, as 
previously mentioned. 

The sole serious toxicity of disulfiram, other than the 
disulfiram-alcohol reaction, is psychosis. There has been 
considerable confusion in the field, and this is reflected 
in the literature, as to whether the disulfiram psychoses 
have represented the precipitation of psychoses previ- 
ously maintained in a latent form in a supersaturated 
alcohol solution. Probably both occur, but the drug 
psychosis seems to be the commoner mechanism. This 
is illustrated by the fact that in the early days of high 
disulfiram dosage psychotic episodes were seen in as 
many as 10% of cases *; since the dose has been reduced, 
these reactions are very rare. Experience also shows that 
patients who have had psychotic reactions while taking 
disulfiram usually revert to their previous emotional state 
within one to three weeks after they stop taking the drug. 
and many of these patients have been maintained for 
years on smaller doses of disulfiram without further 
psychotic breaks.” In those cases in which underlying 
psychosis is suspected, psychiatric consultation should be 
obtained before starting disulfiram therapy. 

The disulfiram-alcohol reaction is a separate pharma- 
cological entity. Clinically the reaction is characterized 
in its first stages by flushing, headache, nausea, saliva- 
tion, burning of the eyes, and dyspnea; usually these 
occur 10 to 20 minutes after ingestion of alcohol. If 
severe, the reaction progresses to hypotension, vomiting, 
further dyspnea, pallor or cyanosis, and a feeling of 
tightness in the chest. Ultimately severe hypotension, 
extreme weakness, and collapse may ensue. Although 
the severity of the reaction generally parallels the amount 
of alcohol ingested, this is not always true. Occasionally, 
a small amount of alcohol precipitates a violet reaction. 
Untreated severe reactions may continue for four to 
eight hours. 

_ The treatment of disulfiram-alcohol reactions is simple 
and effective. It consists of the administration of anti- 
histamine drugs and the conventional treatment of shock. 
Antihistamines alone halt the symptoms of many re- 
actions because of their specific blocking effect on the 
mechanisms producing the reaction; often the patient 
falls into a restful sleep, a sleep said by Martensen- 
Larsen * and others to be more certain and more restful 
than that obtained with conventional sedative measures. 


6. Mann, N. M.; Conway, E. J.; Gottesfeld, B. H., and Lasser, L. M:: 
Coordinated Approach to Antabuse® Therapy, J. A. M. A. 149: 40-46 
(May 3) 1952. 

7. Fox, R.: Psychotherapeutics of Alcoholism, in Specialized Techniques 
in Psychotherapy, New York, Basic Books, 1952. 

8. Fox, R.: Personal communication to the authors. 

9. Martensen-Larsen, O.: Personal communication to the authors. 
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The dosage of antihistamine used is the same as is used 
in other conditions. Intravenous administration of diphen- 
hydramine (Benadryl) hydrochloride may be the treat- 
ment of choice if a very rapid effect is necessary. If shock 
supervenes during the reaction, the usual measures 
(fluids intravenously with added constrictor amines, 
oxygen, and the Trendelenburg position) should be used. 
Cardiac stimulants may be added. Intravenous adminis- 
tration of ascorbic acid and iron does not seem to have 
any great influence on seve.e reactions. 


The question is often raised whether every patient 
who is going to take disulfiram should undergo a disul- 
firam-alcohol reaction? To our minds, the word “every” 
carries the answer to the question; no human problem 
can be answered so categorically. There are many 
alcoholics who have a “devil may care,” “nothing can 
hurt me” attitude; these patients characteristically have 
a very bland medical history, often suspiciously bland. 
Such a person is ducking reality, and the reality of per- 
sonal experience with a disulfiram-alcohol reaction is of 
great importance. On the other hand, there are certain 
alcoholics who are hypochondriacs; they are consciously 
terrified by every pain or ache or potential pain or ache 
that they encounter. There seems no need to impress 
such a frightened patient with the danger of drinking 
while taking disulfiram; in some, the threat of a test acts 
as a real barrier between the patient and treatment. 

The question of submitting patients to a test reaction 
when they fall in neither of these extreme categories must 
be left to the judgment of the physician. In any case, test 
reactions are absolutely contraindicated in patients in 
whom there is coexistent coronary artery disease, signifi- 
cant hypertension, or other disease that might be 
aggravated by shock. Test reactions are best produced 
in the hospital where fluid, oxygen, and cardiac stimu- 
lants are easily available and where the magic of the 
hospital adds to the impression of the seriousness with 
which the physician views the reaction. The amount of 
alcohol that will produce a reaction varies with the pa- 
tient; to us it seems prudent to try a small dose, such as a 
half an ounce of whisky or its equivalent, to be followed 
by an equal quantity in 20 minutes if there is no reaction. 


CONTRAINDICATIONS TO DISULFIRAM 


The matter of contraindications to disulfiram has been 
overinflated. There seem to be no absolute contraindica- 
tions except a personality clearly on the borderline of 
overt psychosis. Since disulfiram is in part excreted 
through the bile, liver disease has been stated as a contra- 
indication, but many cirrhotics have been treated without 
ill-effects. Diabetes mellitus has been said to be a contra- 
indication, but, again, experience does not support this 
view; there may, however, be changes in insulin require- 
ments. Coronary artery disease and severe hypertension, 
as mentioned, are contraindications to test reactions, but 
experience shows they are not contraindications to treat- 
ment in a person stable enough to be informed of the 
dangers of possible reactions. In weighting the advis- 
ability of using disulfiram in cases in which coexistent 
illness presents a possible danger, one must consider the 
seriousness of the alcoholic syndrome in that patient, its 
social and physical impacts and their destructiveness, 
and, always, the likelihood of progression. 
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Anxiety and its protean somatic manifestations are 
commonly seen in chronic alcoholics. The use of barbi- 
turates and other addicting drugs in controlling these 
symptoms should be extremely cautious. Some patients 
get as drunk on barbiturates as they do on alcohol, and 
many are undoubtedly susceptible to drug addiction 
because of the similar psychological and physiological 
factors involved in most addictions. Mephenesin is a 
much safer drug to help lessen the feelings of tension of 
these patients; unfortunately, its practical usefulness is 
quite unpredictable. Mephenesin is very helpful for some 
patients and quite useless for others. This is a matter of 
trial and error at present. When used in 0.5 to 1.5 gm. 
doses, it is best taken with food. One of the important 
roles of the physician in the treatment of these symptoms 
of anxiety is reassurance. This may seem obvious, but 
it is fundamental in the treatment of alcoholics. Many 
of these persons are certain that their bodies have been 
irreparably damaged by drink, but this is seldom a reality 
in the middle or upper class alcoholic group. Other 
alcoholics become equally certain that abstinence is 
wreaking bodily injury; this is untrue, except for some 
untreated cases of delirium tremens. The physician who 
values only his scientific knowledge and not his ability 
to provide understanding and reassurance will have 
difficulty in helping alcoholic patients. 

In the long run, anxiety and the other uncontrolled 
impulses and emot.ons must be dealt with through 
understanding and reeducation of the patient. Although 
the processes leading to such changes fall outside of the 
scope of this paper, they must not fall outside of the scope 
of the treatment. The physician should either undertake 
this reeducation or refer his patient to those who will 
undertake it. 

SUMMARY AND CONCLUSIONS 

Alcoholism is a medical problem with somatic and 
psychological aspects, both of which may be modified by 
modern treatment. There is no longer any reason for the 
hopeless attitude that formerly surrounded this affliction. 

The acute alcoholic state is a crisis in the course of 
chronic alcoholism. The most destructive acts and con- 
sequences of the alcoholic’s course usually occur in this 
phase. The acute alcoholic state presents physiological 
and psychological problems peculiar to it. Their nature 
and alleviation are discussed with respect to hospitaliza- 
tion, fluid and electrolyte balance, and sedation. In par- 
ticular, the use of the adrenal steroids has made the 
management of this phase much easier and more suc- 
cessful. 

The long-range treatment must include medical and 
psychological approaches. Recently developed medical 
therapies have greatly increased the physician’s success 
in the management of alcoholism; these are discussed, 
including the use of nutritional substances, hormones, 
and disulfiram (Antabuse). Of these, disulfiram seems 
to be the most important development in the long-range 
medical treatment of alcoholism, and its use is described 
in detail. With the revision of dosage schedules, the num- 
ber of disabling side-effects has been markedly reduced, 
and experience has shown that many previous contra- 
indications no longer seem valid. The antihistamines 
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appear to be a specific antidote for alcohol-disulfiram 
reaction, and severe, potentially dangerous reactions can 
now be controlled to a great degree. 

Medical therapies can be successful only when admin- 
istered by a physician who has a sympathetic understand- 
ing of the alcoholic in the broadest sense and who is 
willing to exercise great patience and tolerance in his 


approach to the alcoholic patient. By the same token, 
the psychotherapy of alcoholism can be carried out by a 
sympathetic physician; in many cases, psychiatric re- 
ferral is not necessary. Community resources can play 
an important part in the patient’s rehabilitation and 
should not be overlooked. 


850 Park Ave. (21) (Dr. Feldman). 


WHAT PHILADELPHIA PHYSICIANS TELL PATIENTS WITH CANCER 


William Fitts Jr., M.D. 


1. §. Ravdin, M.D., Philadelphia 


The recent campaign to educate the American layman 
about cancer has undoubtedly made him “cancer con- 
scious.” The leaders of the campaign believe that at 
present the chief hope of reducing the high cancer death 
rate depends on treating the disease in its first stages. 
They have given wide publicity to the symptoms and 
signs of cancer to encourage the public to seek medical 
advice early, believing the advantages of early treatment 
outweigh the disadvantages of producing widespread 
cancerophobia. The information given to the layman is 
clear and specific, written by experts in the medical pro- 
fession; there are pamphlets entitled “Cancer of the 
Breast,” “Cancer of the Digestive Tract,” “Cancer of 
the Rectum,” and “What Everyone Should Know About 
Cancer.” To a greater degree than ever before, the public 
is being taken into the confidence of the medical profes- 
sion and is being asked to assist in the early diagnosis of 
a disease. Can we inform the layman up to a point and 
still keep him from recognizing a positive diagnosis? 

The decision to tell or not to tell a patient he has can- 
cer is largely an individual matter, varying with the per- 
sonalities involved, and opinions vary as to the best 
policy. Some recent articles ' have taken the view that 
all patients with cancer should be told the absolute truth. 
Studies of lay attitude toward the problem have indicated 
that many laymen feel strongly that they themselves 
would want to be told. It has been our impression that 
most physicians in the Philadeiphia area do not tell pa- 
tients they have cancer, and we thought it worth while 
to determine the attitudes of physicians in a given locality. 
We have attempted to determine the opinions of the phy- 
sicians of Philadelphia County by means of a written 
questionnaire. 

THE QUESTIONNAIRE 

Because we believed that too great a burden would be 
placed on the busy physician if we asked him for an exact 
breakdown of the number of patients he had or had not 
told in a specified time, we made up a questionnaire re- 
quiring one of four general answers: |. 1 always tell the 
patient he has cancer. 2. I never tell the patient he has 
cancer. 3. I usually tell the patient he has cancer but do 
not under certain circumstances. 4. I usually do not tell 
the patient he has cancer but do tell under certain cir- 
cumstances. 


COMPOSITION OF SAMPLE 

We selected eight groups of physicians in the Phila- 
delphia area who, because of the type of medicine they 
practice, might be expected to offer suggestions on the 
management of cancer patients (table 1). Five of these 
(radiologists, dermatologists, surgeons, gynecologists, 
and internists) are specialists who come in frequent con- 
tact with cancer patients. A sixth group, the psychia- 
trists, see fewer patients with cancer than the above-men- 
tioned specialty groups but were selected because they 
study the mental and emotional reactions to organic dis- 
ease and might offer valuable opinions. A seventh group, 
members of the Academy of General Practice, were 
selected to represent the family physician, who is chiefly 
responsible for deciding what the patient is to be told 
and who is best qualified to evaluate the effect on the pa- 
tient of telling him of his cancer. To check the specialty 
groups (including the members of the Academy of Gen- 
eral Practice) against a nonspecialty group, a large num- 
ber of physicians who were listed as having no specialty 
and who were not members of the Academy of General 
Practice were included in a nonspecialty group. 

Subject to the definitions given above, the total num- 
ber of Philadelphia physicians falling into the 8 groups 
was 2,400, as shown in table 1. This number consti- 
tuted the universe from which our sample was drawn. 
This number does not represent all of the physicians in 
Philadelphia County, however, since several of the spe- 
cialties were not included in the study and specialists 
who were not listed in the Directory of Medical Spe- 
cialists were not included. 

The questionnaires were mailed to 444 physicians, or 
almost 20% of the 2,400 physicians under considera- 
tion. This sample of 444 was selected serially from alpha- 
betical listings of the several specialties after nonresidents 
had been excluded. The sampling ratios are shown in 
table 1. Approximately a third of most of these groups 
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were questioned. The dermatology-syphilology group 
was so small, however, that questionnaires were sent to 
half of the group. On the other hand, so many fell into 
the nonspecialty category that only 10° of the group 
were sampled. 


RESPONSE TO QUESTIONNAIRE 

The excellent cooperation of the physicians in answer- 
ing the questionnaire was gratifying. Eighty-nine per cent 
of the questionnaires were returned with some answer, 


1.—Composition of Sample of Philadelphia Physicians 
hy Type of Practice * 


No. of Physicians Sent 

Physi- Questionnaire 

cians in —-'~—- ~ 

No. 
Internal Medieine.... 72 3? 
127 42 33 
Psychiatry-Neurology . bap 130 43 33 
Obstetrics-Gynecology . 124 1? 34 
\cademy of General Practice 33 
Nonspecialty group.... 152 Ww 


* Specialists are those listed by the Directory of Medieal Specialists, 
vol. 5, 1951; the list for the members of the Academy of General Practice 
was compiled by the secretary of that organization in Philadelphia; the 
nonspecialty group was obtained from the Medical Directory of Philadel- 
phia and Metropolitan Area, October, 1951. 


and 82° of the questionnaires had answers complete 
enough to be analyzed. Seven per cent could not be 
analyzed for one of the following reasons: 1. The phy- 
siclan was out of practice. 2. The physician had no can- 
cer patients. 3. The answer given could not be fitted into 
one of our four types of response. No one of the eight 
groups lacked representation, since in all instances a 
large percentage of each group returned the question- 
naire. 
ANALYSIS OF ANSWERS TO QUESTIONNAIRE 

Table 2 summarizes the answers to the four basic 
questions and shows conclusively that Philadelphia phy- 
sicians in general do not tell patients they have cancer. 


TaBLe 2.—What Philadelphia Physicians Tell Cancer Patients* 


Percentage 
of Total 


Answers 

Always tel] patient.. 3 

ly tell patient 

Usually do not tell patient ; 57 

The sampling ratio varied from 10% to Sit for the nonspecialty 
group and the dermatologists respectively (table 1). Ji answers were 
weighted according to the proportions in the sample, the averages shown 
above would be as follows: Always tell patient, 3° >; usually tell patient, 


su'>; usually do not tell patient, 559%; and never tell patient, 12%. 


Only 3 stated that they always tell, and only 28% stated 
that they usually tell. Approximately 70 either never 
tell or usually do not tell. If the answers are weighted ac- 
cording to the proportions of each specialty in the sample, 
the percentages in table 2 would not be changed by any 
considerable degree; as can be seen from the footnote in 
table 2, weighting does not create a discrepancy of more 
than 2%. 
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Table 3 offers an analysis of what patients are told 
according to specialty groups. In this table the physicians 
have been combined into two general groups: (1) those 
who always or usually tell and (2) those who never or 
usually do not tell. The most striking feature is the re- 
sponse of the dermatologists, 94% of whom tend to tell 
the patient he has cancer. This difference in practice Is 
almost certainly due to the fact that the dermatologists 
treat cancer with an unusually favorable prognosis and 
their patients can be cured in the majority of instances. 
This opinion was confirmed by several of the dermatolo- 
gists who appended comments to their questionnaires. 
For example, one dermatologist stated: “Since cutaneous 
cancer is not a life or death matter, the procedure for 
the dermatologist would naturally be modified as com- 
pared with those who treat visceral cancer.” Another 
comment was: “In my specialty as a dermatologist I tell 
the patient he has cancer after biopsy. I also assure him 
that cancer of the skin is not so serious as internal cancer 
because the former can easily be removed and checked 
for recurrence.” Sixty per cent of the psychiatrists favor 
telling the patient he has cancer. Several of the psychia- 


TABLE 3.—Preferences for and Against Telling Patient. by 
Type of Practice 


eye 
Always Tell or 
Tell or Usually 
Usually Do Not 
Vell, ¢ Te 
Dermatology-Syphilology ................. 4 6 
Academy of General Practice. ............. 7 
Nonspecialty group ....... 25 7 
Obstetrics-Gynecology 19 


12 


trists remarked, however, that they do not see many can- 
cer patients and their answers represent what they think 
should be done. 

The figure gives a graphic comparison of the spe- 
cialty groups, showing the percentage of physicians in 
each group who tell the patient he has cancer. The spe- 
cialists on the right hand side of the chart, that is, those 
who rarely tell the patient, tend to see the patient in the 
later stages of the disease or are responsible for terminal 
care. According to our results, the radiologists are the 
least likely to tell patients they have cancer. 

All physicians were asked to list reasons that might 
cause them to disregard their usual practice of telling or 
not telling. Most men listed several reasons. The most 
frequent reason for not telling the patient when the 
usual practice was to tell was the danger of an unfavor- 
able emotional reaction. The next most frequent reason 
was a request of the patient’s family. When the usual 
practice was noi to tell, the commonest reason for telling 
the patient was his refusal of necessary treatment. The 
second was the special need of some patients to plan for 
the future. 


ADDITIONAL COMMENTS OF PHYSICIANS 
In addition to answering the specific questions in the 


questionnaire, many physicians added pertinent com- 
ments. Several stated that it was difficult to express their 
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usual practice within the narrow confines of the question- 
naire and emphasized the difficulties of answering in gen- 
eralities. Some stated that the word “cancer” should 
never be used but that the physician should use such 
terms as “abnormal tissue growth” or “tumor.” In view 
of the specific information now being given to laymen 
about cancer, it is possible that such subterfuge may en- 
gender in the patient a deep and undermining distrust of 
his physician. Many specialists stated that they often left 
the decision in the hands of the referring physician. One 
of the most frequent comments was that, although the 
patient himself is not told, a responsible member of the 
family should always be told. 

The opinions expressed in the additional comments 
closely paralleled the answers to the specific questions 
of the questionnaire. The majority who made additional 
comments stated that the patient should not be told. 
A few of these comments are as follows. 


1. It is bad enough to have cancer, and the physician should 
not rob the patient of what little pleasure may be left in life 
for him. I can see at no time any reason why the patient 
should know he has cancer. The dread of the return of the 
disease, even if the patient is cured, is horrible. 

2. | never tell the patient he or she has cancer no matter 
how strong or stable they are emotionally: very, very few of 
them are equal to standing the shock of being told the truth. 
If they don’t know definitely—that is, so long as the doctor 
doesn't tell them the truth—they still have a ray of hope that 
it might be something else, no matter how much they think they 
have cancer. 

3. During these times I never tell a patient he has cancer. 
The common people today are educated on cancer and other 
medical conditions to the extent that cancerophobia, polio- 
phobia, and many other psychological disorders exist in our 
general population. This is an evil, and this evil is one of the 
greatest seen in practice today. One of my patients was sent to 
a hospital where he was told that he had cancer of the tongue. 
Before | saw him he had had this lesion some time and had 
worked every day. He was a great baseball fan in apparently 
good health and doing well. He went by himself happily to the 
hospital on my advice. When he learned the diagnosis he came 
home and got in bed. He had to be accompanied to the clinic 
the few times he attended before his death. He would not eat 
and lost interest in everything. I feel that his death was precip- 
itated by causes of which cancer played only a part. Some 
medical education to the general public is in order, but I feel 
now that the program is going further than it was intended. 
The programs are defeating the purpose of medical education 
to the general public. Some of these programs are taking on the 
effect of demagogy in the interest of the societies which sponsor 
them rather than to render simple and helpful information 
which is nonconfusing for the public good. 

4. | feel strongly against letting the patient know he has 
cancer! To all people, intelligent or not, the word cancer means 
a death sentence, and, even if you meet an occasional patient 
who insists on knowing the worst and says that it will not affect 
him one way or another, he will be mentally affected by know- 
ing the worst. 

5. The patient should not be told he has cancer. The art of 
the practice of medicine meets no greater test than the problem 
under discussion. Some physicians exhibit a sadistic satisfaction 
in telling the patient bad news. Such doctors, while not able to 
save life by curing disease, destroy the spirit, which is even a 
greater failure. The way some physicians handle patients and 
relatives in the presence of cancer suggests that as doctors they 
are good blacksmiths. 

6. The only justification for telling a patient that he has 
cancer is the failure of all other persuasion to enlist the full 
cooperation of the patient as to the indicated therapeutic proce- 
dure. This is a rare circumstance. 
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On the other hand, some physicians strongly urge 
that the patient should always be told if he has cancer. 
These comments were much less frequent than those 
expressing the opposite point of view. Some of these 
statements follow. 


1. The time has arrived when it is impossible to fool intel- 
ligent people. The public is getting so well informed that the 
patient knows from the treatment advised and used that they 
are being treated for cancer. 


2. I always tell the patient he has cancer. In forty years I 
have had only two instances where the full truth was not well 
received. You can create distrust in the profession or bitter loss 
of faith in the family if deception is practiced by anyone. All 
patients can bravely face even death if they know the truth and 
trust the honesty of the one they have selected to aid. They con- 
demn their physician or even their close family if they discover 
they have been deceived and will not even trust a favorable 
prognosis should such be possible. To deceive a patient or even 
evade a real fact of certain death, is to torture the intelligence 
of those who will know, even if it be at the very last, that they 
could trust no one. 
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Percentage of members of specialty groups who tend to tell patients they 
have cancer. 


3. The patient needs a deep confidence in the physician. This 
is obvious. It is less obvious but equally important that the phy- 
sician have a deep respect of the patient. Sharing with the 
patient the fact that he has cancer, a malignant condition, can 
and should be evidence that the doctor has this respect and 
confidence in the patient’s capacity to know and live with the 
truth. Failure to do this means the doctor does not have this 
feeling, and needs to shield himself. The doctor-patient relation- 
ship can be strengthened when there is mutual sharing and 
knowing together a painful truth. Otherwise a painful barrier 
can be built up. 

4. It has been my experience that patients who have a cur- 
able cancer accept the truth very well. In view ot the fact that 
a close and long follow-up is so essential, I find that these 
patients are extremely cooperative. To insist that patients return 
at regular intervals when they are ignorant of the true diagnosis, 
is only to arouse suspicion plus psycho-emotional maladjust- 
ment. 

COMMENT 


This study shows that most Philadelphia physicians 
do not tell patients they have cancer. We did not try to 
determine whether a trend toward telling was discernible 
in the practice of the profession. One might anticipate a 
trend toward telling as a result of the education of the 
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layman about cancer. On examination of the additional 
comments to the questionnaire there is no definite indi- 
cation that such a trend is occurring. 

It is interesting that over 90% of the dermatologists 
usually tell patients they have cancer. Almost certainly 
they tell because they consider skin cancer a relatively 
benign disease. The fact that physicians treating visceral 
cancer usually do not tell may indicate that these physi- 
cians consider visceral cancer a lethal disease, despite 
the great amount of writing to the effect that visceral can- 
cer is curable when it is treated early. It might be in- 
ferred, therefore, that if the cure rates for cancer improve 
significantly, many physicians will swing over to an af- 
firmative view. 

The study shows that a great deal more needs to be 
done in determining the mental and emotional reactions 
of cancer patients and how these reactions should be 
handled by the physician. Renneker and Cutler * in a 
recent study stated that all of a group of 50 patients with 
cancer of the breast actually knew they had cancer even 
if not told by their physicians. These patients were re- 
lieved when they had someone who would talk to them 
about cancer. On the other hand, in our study three in- 
stances of suicide were reported to have been the direct 
result of patients being told they had cancer. (Two in- 
stances were reported by one physician, and one instance 
was reported by another. ) 

We do not propose to give an answer to this perplex- 
ing problem. Our own opinion, after several years of 
study concluding with this investigation, might be best 
summed up in the words of one of the internists who 
commented on the questionnaire as follows: “Most pa- 
tients and almost all people who have discussed this 
problem with me have expressed a hope that they would 
be told the truth. Most families of patients, on the other 
hand, have actually asked that the patient not be told. 
In theory I believe that we should tell all patients except 
when there are definite reasons for not doing so. I think 
that those reasons need clarification. I do not know 
which patients I might make feel worse by telling, and, 
therefore, 1 do not know with confidence which patients 
to tell.” 

SUMMARY AND CONCLUSIONS 

A sample of 444 physicians in Philadelphia County 
were questioned concerning what they told patients with 
cancer. The response from the questionnaire was excel- 
lent and indicated a keen interest in the problem. Eighty- 
nine per cent of the physicians who were questioned re- 
sponded, and 82% gave answers complete enough to 
tabulate. Seventy per cent of the physicians either never 
tell a patient he has cancer or usually do not tell; 30% 
either always tell or usually tell. 

When the replies are analyzed according to specialties, 
the most striking variation concerns the dermatologists. 
Ninety-four per cent of the dermatologists either always 
or usually tell the patient he has cancer, and only 6% 
never or usually do not tell. This difference between the 
policy of dermatologists and the other groups can be ex- 
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plained by the fact that dermatologists treat types of can- 
cer that have a more favorable prognosis than cancer 
treated by other physicians. This point of view is sup- 
ported by comments added to the questionnaire by sev- 
eral dermatologists. In view of the striking contrast be- 
tween the dermatologists and the other groups, it seems 
reasonable to believe that the physicians treating visceral 
cancer do not tell patients they have cancer because they 
consider the prognosis unfavorable. The question of the 
curability of cancer was not considered specifically in 
the questionnaire, and the above conclusion is based on 
Our interpretation of the data. 

Studies are needed to determine which patients with 
cancer might benefit by being told they have cancer and 
which might not. In view of the tremendous amount of 
information about cancer given to laymen, it seems that 
the medical profession will be forced to study this prob- 
lem extensively. 

3400 Spruce St. (4) (Dr. Fitts). 
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Cancer Mortality Trends.—In the past two decades the trend 
of mortality from the malignant neoplasms (cancers and allied 
conditions, such as leukemia) has been characterized by rather 
marked sex differences. The recorded rate from this cause of 
death has been decreasing among women and increasing among 
man. . . . Among white females ... the death rate from 
malignant neoplasms dropped 12% between 1940-1942 and 
1950-1952. . . . In contrast, the mortality among insured 
white males showed an increase of about 5%... . As a result 
of these divergent trends, the death rate for males is now 
28% above that for females, whereas 10 years earlier it was 
only 8% higher; 20 years ago the male rate was actually 
the lower of the two by 3%. Virtually every age group among 
white women has shared in the long-term decline in the death 
rate from malignant growths. In the past decade alone the 
reduction was as much as 21% at ages 35-44 and was nearly 
as large at 25-34 years; even at ages 65-74, where the im- 
provement was smallest, it amounted to 9%. Not only is the 
cancer death toll among women decreasing, but the rate of 
decline has accelerated. There can be little doubt that real 
progress is being made in the control of cancer among white 
women. Quite different, however, is the record for white men. 
Their death rates from malignancy are higher now than two 
decades ago at every age group. As a consequence, in the age 
range 25-54, where the female death rates from malignant 
neoplasms are higher than those for males, the sex difference 
has greatly diminished in the past 20 years; at ages 55-74, 
where the rates for males are the higher, the difference has 
widened considerably. At ages under 25 the general trend of 
cancer mortality has been upward in both sexes, primarily 
because of the increase in the recorded death rate from leu- 
kemia. . . . In part, the rise in the recorded death rate from 
malignant neoplasms among males reflects simply the more fre- 
quent detection of the disease, as a result of improved methods 
of diagnosis and an increasing number of autopsies. Inasmuch 
as a higher proportion of inaccessible cancers occurs in males 
than females, undetected cancers in the past were more com- 
mon among males, and such deaths were ascribed to some 
other cause. Conversely, the improvement in diagnosis has 
brought to light more cases among males than females. 
Respiratory cancer is a conspicuous example of the influence 
of these factors.—Sex Differences in Cancer Mortality Trends, 
Statistical Bulletin, Metropolitan Life Insurance Company, 
July, 1953. 


195 


Vol. 153, No. 10 


RESULTS OF 


SURGICAL TREATMENT OF BREAST CANCER 


AT JOHNS HOPKINS HOSPITAL, 1935-1940 


Edward F. Lewison, M.D., Frances H. Trimble, M.D. 


and 


Paul C. Griffith, M.D., Baltimore 


Through the years the concept of radical breast sur- 
gery was held by many men, yet it remained for William 
Stewart Halsted to develop the modern and complete 
operation for breast cancer. Such celebrated surgeons as 
Le Dran and Petit of France, Volkmann, Billroth, and 
Heidenhain in Germany, Moore, Lister, and Banks in 
England, and S. W. Gross and Willy Meyer in the United 
States were among the leaders of their period, but prece- 
dence for radical mastectomy has been uniformly be- 
stowed on Halsted. 

In the Johns Hopkins Hospital reports for 1890 and 
1891 within the text of an article on wound healing Hal- 
sted‘ first published a summary of 13 cases of breast 
cancer treated by his initial technique of radical sur- 
gery. “About eight years ago (1882) I began not only to 
typically clean out the axilla in all cases of cancer of the 
breast but also to excise in almost every case the pec- 
toralis major muscle, or at least a generous piece of it, 
and to give the tumor on all sides an exceedingly wide 
berth.” All tissues were to be removed in one piece—dis- 
section in continuity. Later Willy Meyer (1894)° ad- 
vocated the routine removal of the pectoralis minor mus- 
cle, an amendment acknowledged by Halsted and readily 
accepted in his subsequent surgical technique. 

In the ensuing years many skillful surgeons have con- 
tributed modifications to the basic principles of this 
classic operation. Today radical mastectomy remains the 
operation of choice in most cases of cancer of the breast. 
Yet there has recently arisen among competent observers 
a difference of opinion as to the effectiveness of radical 
mastectomy in the treatment of cancer of the breast. Con- 
tributing to this present state of doubt and dilemma are 
many conflicting voices of preeminence. 

Haagensen and Stout (1943) * have clearly shown 
that certain cases of advanced breast cancer must be 
regarded as “categorically inoperable.” Pack (1951) # 
and his courageous colleagues call for total mastectomy 
for cancer of only one breast—prophylactic bilateral 
mastectomy. McWhirter (1949),° a resolute radio- 
therapist to the Royal Infirmary of Edinburgh, believes 
that more lives can be saved in unselected cases by simple 
mastectomy combined with superior x-ray therapy. 
Gordon-Taylor (1948),° Wangensteen (1950),* and 
Urban (1952) * fearlessly explore the mediastinum and 
neck in an extensive thoracocervical dissection known 
as the superradical mastectomy. This heroic surgery is 
the contemporary consummation of somatic reduction 
and must await the test of time for its ultimate assess- 
ment. The leading exponents of ultraradical surgery are 
seeking “second look” operations, whereas Park and 
Lees (1951) * have recently intimated that it is extremely 
doubtful if the survival rate is influenced by treatment 
at all. In commenting on our inability to control breast 
cancer mortality, McKinnon (1951) '° claims that “the 


failure of early treatment to reduce mortality shows that 
spread of remote metastases occurs before interference 
is possible.” Perhaps a survey of the operative treatment 
of breast cancer at a large teaching hospital that has been 
closely linked by history and tradition with the develop- 
ment of radical mastectomy might be helpful in placing 
this perplexing problem in the proper perspective. 


MATERIAL AND METHODS 


The study consisted of a long-term follow-up survey 
of all patients with primary breast cancer who received 
surgical treatment at the Johns Hopkins Hospital during 
the period 1935 to 1940 inclusive. In this survey a total 
of 255 female inpatients, both private and ward, Negro 
and white, entered the hospital with a clinical diagnosis 
of breast cancer. Two hundred and twenty of these 
patients subsequently underwent operation; 14 were 
treated by simple mastectomy, 204 by radical mastec- 
tomy, and 2 by local excision (one patient having pul- 
monagy metastases and the other refusing further treat- 
ment 

The remaining 35 patients were treated by radio- 
therapy alone, were considered to have lesions hopelessly 
advanced and beyond treatment, were discharged with- 
out treatment, or refused treatment. No further follow-up 
of these patients was undertaken. An indeterminate 
number of outpatients with primary, recurrent, or 
metastatic breast cancer were seen in the large and active 
outpatient department of the Johns Hopkins Hospital, 
but there were no statistics available for this group of 
unrecorded patients. Male patients and patients with 
malignant lesions of the breast other than primary breast 
cancer were excluded from this study. 


From the Breast Clinic, Division of the Tumor Clinic, Department of 
Surgery and the Department of Pathology, Johns Hophine Hospital and 
University. 
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The obvious difficulty of tracing patients who had 
been operated upon some years previously was, of 
course, inevitable but not insurmountable. By persever- 
ance and pursuit a successful follow-up was obtained in 
208 patients, or 94.5% of the present series. All pa- 
tients lost to follow-up or those dying of intercurrent 
disease were considered to be dead of cancer for pur- 
poses of this computation. 

Because of realization of the great variability in the 
natural history of breast cancer, with its unpredictable 
tendency to remain quiescent for long periods of time 
or to metastasize early, the criteria of operability at this 
hospital have usually been flexible but lenient and tem- 
pered by individual judgment. The rigid but valuable 
standards of operability published at a later date by 
Haagensen and Stout (1943) * were not strictly adhered 
to during the period of this survey. 

The diagnosis was verified by pathological examina- 
tion in every patient. One of us (P. C. G.) has recently 
reviewed the histological material from the 64 cases of 
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age of patient), the thoroughness of the operation, are 
important factors.” Of these variable factors of impor- 
tance, the presence or absence of axillary involvement 
appears to be of paramount and decisive influence in 
determining the prognosis of patients with breast cancer. 
Table | records the five-year survival rate at this hospital 
for all patients with breast cancer operated upon from 
1935 to 1940 inclusive. 

The total five-year survival rate for all patients re- 
gardless of the type of surgical treatment or the stage of 
disease was 43.2%. The so-called clinical “cure” rate— 
patients living and well without discernible evidence of 
recurrence or metastases at the end of five years—was 
38.2%. Axillary metastases were noted in 62 of pa- 
tients who were subjected to radical mastectomy. When 
surgical treatment consisted of radical mastectomy, al- 
most two-thirds of the patients without axillary metasta- 
ses were still alive five years after operation, whereas 
only one-third of the patients with axillary metastases 
were alive at the end of this period. 


TaBLe 1.—Five-Year End-Results of Surgical Treatment for Breast Cancer, 1935-1940 


No. of 
Patients 
| Breast alone 7s 


Type of Treatment Stuve of Disease 


Radieal mastectomy 


Total 


Breast alone..... 


Siople mastectomy 
ple mastectomy Breast and anNilla. 


Local excision Breast alone....... 
{ Breast and axilla.. 


Living with 
Living and Well Recurrence Total Survivors 


No, % No. No. 

35 27.7 40 $1.7 
$8.7 4 $M) 44.1 
] 100.0 ee 1 
eee it 


breast cancer in which the patients were known to have 
survived 10 years or longer to correlate, if possible, histo- 
logical structure with clinical course. 

Comparison of treatment and survival rates is usually 
based on the clinical staging of the disease. However, 
this code of classification by clinical stages in cancer of 
the breast is difficult, depends upon individual judgment, 
and varies considerably in accuracy from patient to 
patient and from site to site within the breast. Despite 
the desire for uniformity in classifying clinical stages, 
the present series was divided arbitrarily into only two 
groups, namely, (1) those patients without axillary 
metastases by microscopic examination and (2) those 
patients with axillary metastases by microscopic exami- 
nation. In the few cases in which the axillary contents 
were not available for pathological examination, it was 
necessary to resort to classification by clinical stages 
alone. 

RESULTS 

Clinical Study.—In discussing the results of radical 
mastectomy, Halsted (1907) '' stated that in the ulti- 
mate survival of the patient “the variety of the cancer, 
the time elapsed since its appearance, the degree of out- 
lying involvement, the activity of the gland (lactation, 


11. Halsted. W. S.: The Results of Radical Operations for Cure of 
Carcinoma of Breast. Tr. Am. § 25: 61-79, 1907 (reprinted); ab- 
stracted, Ann. Surg. 46: 1-19, 1907. 


Using a more ambitious yardstick the 10-year end- 
results of surgical treatment are indicated in table 2. The 
over-all 10-year survival rate was 29.1%. If cancer re- 
mained confined to the breast alone, however, the 10- 
year survival rate was 47.6%. On the other hand, if 
breast cancer had already spread to the adjacent axilla, 
the 10-year survival rate then fell to 17.6%. 

The average age at operation of all patients with breast 
cancer in this series was 51.9 years. The average age of 
patients having breast cancer without axillary metastases 
was 53.7 years, whereas the average age of patients hav- 
ing breast cancer with axillary metastases was 50.9 years. 
The youngest patient in this series was 27 years old and 
the oldest was 90 years old. Of the several cardinal fac- 
tors that could conceivably modify the five-year survival 
rate, age appeared to be of some tangible prognostic sig- 
nificance. The over-all five-year survival rate for pa- 
tients in the present series was 43.2% , whereas the five- 
year survival rate computed for patients under the age 
of 40 was only 29.6% (table 3). Thus, a comparatively 
poor prognosis for young women was demonstrated in 
this small series, both when axillary metastases were 
present and when they were not. It should be carefully 
noted, however, that the breast and axilla were involved 
in 136 patients, or 61.8% of the entire series. In the 
limited group of women under the age of 40 the breast 
and axilla were involved oftener, in 70.4% of the pa- 
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tients, thus indicating a more advanced disease at the 
time of operation. 

During the period of this study (1935 to 1940) radio- 
therapy was still a relatively new departure, and in the 
light of today’s technique this early therapy may be con- 
sidered inadequate and unsatisfactory. Although steady 
progress took place during the 1930's, the most marked 
advances have occurred only in the past decade. 


TABLE 2.—Ten-Year End-Results of Surgical Treatment 
for Breast Cancer, 1935-1940 


Living and Living with Total 
Well Reeurrence Survivors 
Stage of No.of -—~“ | 
Disease Patients No. % ‘No. % No. % 
Breast alone........ S4 B34 40.5 6 7.1 40 47.6 
Breast and axilla... 136 23 16.9 1 0.7 o4 17.6 


57 95.9 7 3.2 64 24.1 


Taste 3.—Five-Year End-Results of Surgical Treatment 
for Breast Cancer in Women Under Forty 


Living and Living with Total 
Welt ecurrence Survivors 
Staze of No. of -——~- 
Disease Patients No. % No. % No. % 
Breast alone..... 8 4 50.0 4 50.0 
2? 210 


Breast and axilla 19 2 10.5 2? 10.5 4 


27 22.2 2 74 5 


The criteria for radiotherapy in breast cancer—then 
and now—reveals a disconcerting lack of uniformity. 
The decision to use radiotherapy as an adjunct to surgery 
either preoperatively or postoperatively appears to have 
been made independently according to the custom of 
each individual surgeon. Thus, treatment given at ran- 
dom and based on ill-defined and intangible clinical judg- 
ment results in uncritical conclusions that are difficult to 
assess, 

Preoperative radiotherapy alone was given to 40 pa- 
tients, 77.5% (31 patients) of whom were found to 
have axillary metastases at the time of operation. The 
five-year survival rate for these patients receiving pre- 
operative radiation was 25% (10 patients). Postoper- 
ative radiotherapy alone was given to 60 patients, 34 
(56.6% ) of whom were found to have axillary metas- 
tases at the time of operation. The five-year survival rate 
for these patients receiving postoperative radiation was 
30% (18 patients). Thus, it would appear from these 
survival rates that neither preoperative nor postoperative 
radiotherapy was of benefit in increasing survival in this 
small series. 

It is well, however, to suggest that patients who seemed 
to have had the most advanced disease or those who were 
considered by the operating surgeon as having the poor- 
est prognosis were usually the most likely prospects for 
added radiotherapy. There is sound reason to believe 
that, if strict criteria of operability are observed, radio- 
therapy as an adjunct to surgery may actually be unnec- 
essary. Also, if radical mastectomy failed to remove 
cancer in toto, then the amount of postoperative radio- 
therapy that could be safely administered to a thin veil 
of skin overlying a denuded chest wall may be entirely 
inadequate for sterilizing the field or stimulating the host 
reaction to prevent the appearance of skin recurrences. 
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Nevertheless, current practice at this hospital favors the 
use of postoperative radiotherapy in all patients with 
axillary metastases. 


HISTOLOGICAL STUDY 

To determine if there might be any notable histo- 
logical characteristics of the breast carcinomas that were 
removed from the 64 patients who had undergone sur- 
gery and had survived 10 years or more, the histological 
sections from these cases were reviewed. This differs 
from the usual procedure followed in histological evalua- 
tion of prognosis of breast carcinoma where microscopic 
sections are reviewed without knowledge of the clinical 
course. No attempt was made to compare histologically 
this apparently long-survival series with a comparable 
short-survival series, although this would be of con- 
siderable interest. 


The number of microscopic sections available for 
study from each of the 64 cases ranged from 2 to 18, 
with a median number of five sections. From one to 11 
lymph node sections with a median of three sections were 
available for examination. In examination of the sections 
the following factors were noted: lymph node involve- 
ment, vessel invasion, pattern, tubule formation, cellular 
and nuclear morphology, hyperchromatism, mitoses, 
necrosis, and desmoplasia. For the most part Stewart's 
(1950)'° histological classification of breast cancer was 
used. Table 4 shows the variety of histological types, 
tubule formation, and lymph node metastases found in 
this series of 10-year survivals. 


TaBLE 4.—Histological Classification of Breast Carcinoma 
in Sixty-Four Patients Known to Have Survived 
Ten Years or Longer 


Tubules Nodes 
Type No. % Present Involved 
Duct Careinoma 
Infiltrating with fibrosis  (scir- 

Papillary with infiltration......... 2 3.1 2 1 
Medullary with lymphoid 

infiltration 


Mueoid carcinoma 


Infiltrating ‘‘comedo”™ type 


Infiltrating Qnixed or 
unclassified * 


In situ duct carcinoma............ 


Anaplastic carcinoma................ 2 

Well-differentiated adenocarcinoma. l 

] 


Equivoeal carcinoma 


* It was not well demonstrated in the sections available that all these 
arose trom ducts, but their general pattern was strongly suggestive. 

+ A positive tissue diagnosis of breast carcinoma had previously been 
made from other sections of the operative specimen than those available 
ut this time. 


In general it may be stated that no histological char- 
acteristics that could be correlated with the prolonged 
clinical course were found in a review of these 64 car- 
cinomas of the breast from women known to have sur- 
vived 10 years. There were, however, several results of 
the study that warrant mention. It was notable that in 
only one case was the diagnosis of in situ carcinoma 
made, the other 63 cases showing definite stromal in- 


12. Stewart, F. W.: Tumors of the Breast, Armed Forces Institute of 
Pathology, Atlas of Tumor Pathology, section IX, fascicle 34, 1950. 


153 
53 
3.1 
12.5 


908 BREAST CANCER—LEWISON ET AL. 


filtration. In 24 cases (37.5% ) metastases were revealed 
in one or more lymph nodes. Not infrequently other find- 
ings also generally regarded as purporting a poor prog- 
nosis were noted, such as skin invasion and metastases 
to muscle. Tubule formation indicating a favorable prog- 
nosis was absent in 41 (64%) cases, as noted in table 4. 
It is interesting that adenocarcinoma, “comedo” car- 
cinoma, and medullary carcinoma with lymphocytic in- 
filtration, the histological types of duct carcinoma usually 
associated with a better prognosis, were not especially 
conspicuous in this series. It is remarkable that the pro- 
portion of the histological types of breast carcinoma 
noted in this long survival series is about the same as the 
proportion seen for all cases of breast carcinoma. These 
observations demonstrate that, at least in this series, the 
histological appearances alone would not have allowed 
one to prognosticate the 10-year survival that ensued. 


COMMENT 

There are few fields in surgery with more pitfalls for 
the statistically unwary than the appraisal of end results 
in the treatment of breast cancer. Almost 50 years ago 
Halsted (1907)** commented that “It is especially true 
of mammary cancer that the surgeon interested in fur- 
nishing the best statistics may in perfectly honorable 
ways provide them. The most conscientious man may 
refuse to operate upon any but favorable cases. . . .” 

Real benefit, however, can be derived from a review of 
the end results of treatment if a great deal of scrupulous 
care and strict uniformity is observed in recording and 
reporting clinical studies. In this effort to eliminate the 
personal “built-in bias,” all results should be accurate 
and intelligible, comparable with similar studies the 
world over, and indicative of genuine improvement (if 
such be the case) over alternative methods of treatment 
or even over the natural life history of the disease itself 
if no treatment was given at all. The validity of compar- 
ative results must be based upon a common language 
applicable to a specific type of cancer, operative or radio- 
therapeutic procedure, selection of cases and uniformity 
of reported end-results. Decisive factors other than treat- 
ment do, of course, influence survival and prognosis in 
cases of breast cancer. Such important antecedent factors 
as those indicated by Lewison and Allen (1953)'* (hered- 
ity, fertility, age, marital status, pregnancy, and lacta- 
tion), as well as, grading of malignancy, tumor size, posi- 
tion and rate of growth, stage of disease, host resistance, 
duration of disease, selection of patients, and criteria of 
operability present many problems that must be suc- 
cessfully solved before one can precisely determine the 
best treatment plan for each patient. As noted by Smith- 
ers and his colleagues, (1952)'* “Comparisons of over- 
all results obtained in the best treatment centres which 
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do provide the basic data on which absolute survival 
rates can be calculated show that a steady improvement 
has occurred over the years but do not yet provide con- 
clusive evidence that the slight differences observed in 
groups treated at about the same time are due to the 
treatment methods advocated and not to variations in 
the material treated.” 

The results of radical mastectomy in the treatment of 
cancer of the breast at the Johns Hopkins Hospital were 
first reported by Halsted in 1907. Excluding 65 patients 
in whom simple surgery was found more suitable, there 
remained 232 patients treated by radical surgery. In 
about 50% of these patients, supraclavicular neck dis- 
section was combined with radical mastectomy. Although 
the end-results in 18 patients were unknown, these un- 
traced patients were considered to be dead of the dis- 
ease. The three-year survival rate for this early period 
was 38.3%, with a relative “cure” rate of 32.3%. 
The five-year survival rate (revised) was 28.9%, with a 
relative “cure” rate of 24%. It is of interest to note that 
the statistics of the present series represent an improve- 
ment in end-results, which are almost 15% better than 
the earliest Halstedian era. 


Lewis and Rienhoff (1932),’° in a most exhaustive 
study, reviewed a series of 950 consecutive breast can- 
cer cases observed at the Johns Hopkins Hospital during 
the 42 year period 1889 to 1931. During this long time- 
lag in follow-up, it is indeed unfortunate but readily un- 
derstandable that 22% of the patients were completely 
untraced. Considering only 420 patients in whom ac- 
curate survival information was available, the five-year 
survival rate following radical mastectomy was com- 
puted to be 18.1%. 


A survey of the results of ward patient treatment at 
the Johns Hopkins Hospital for the 11 year period 1932 
to 1942 was carefully reviewed and reported by Jones 
(1949).'° Of 304 ward patients with breast cancer, 52 
(17% ) were considered unsuitable for radical mastec- 
tomy and 31 (10%) were lost to follow-up. The five- 
year survival rate (excluding those patients lost to fol- 
low-up) was 34%. However, considering all patients 
(those lost to follow-up being computed as having died 
of cancer), the five-year survival rate would then be re- 
vised to 29.3%—a result almost identical with the 
initial results of Halsted. 


A unique and particularly interesting study of 298 
consecutive cases of breast cancer treated by radical 
mastectomy was reported by Finney, Merkel, and Miller 
(1947).'* All patients were the private patients of four 
distinguished surgeons who received their training either 
directly or indirectly as disciples of Dr. Halsted. Their 
five-year survival rate (computed exclusive of those pa- 
tients lost to follow-up and postoperative deaths) was 
49%. Revising this over-all survival to include total pa- 
tients, the five-year survival rate was then 45.3% whereas 
the 10-year survival rate was only 17.4%. 

These statistics are indeed provocative but provide no 
ready answer to the unpredictable behavior of breast 
cancer. Why this similar group of patients, Baltimore's 
beau monde—operated upon by a quartet of Halsted’s 
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most skillful students—should have a five-year survival 
rate almost identical with the present Johns Hopkins 
series yet have a 10-year survival rate that is scarcely 
comparable remains a caprice of biostatistics. As sug- 
gested by Lees and Lees,'* data presented in a purely 
statistical fashion should not give the misleading impres- 
sion of rigid mathematical certainty. “They should simply 
define with accuracy and with known uncertainty what 
would otherwise have been more or less inaccurate im- 
pressions.” 


Today national and international cancer societies are 
imploring greater standardization in reporting cancer sta- 
tistics. It is, of course, most desirable that criteria for 
determining the clinical stages of breast cancer should be 
based upon a careful physical examination supplemented 
by simple instrumentation which is available to all phy- 
sicians. While urging the doctrine of uniformity, this re- 
port in itself is an exception. The accuracy of hospital 
histories being notoriously variable, the inconsistency 
that so often besets us is well illustrated by the present 
series. Despite our best intentions of coding breast can- 
cer by stages as recommended by the American Cancer 
Society and the International Union Against Cancer, we 
found the hospital case records generally inadequate for 
this purpose. However, we hope that future surveys from 
this hospital will report the clinical stages in accord with 
the following code: 


Primary Site: 


0 No tumor 


1 Tumor infiltrating the primary organ site 


2 Tumor of relatively larger size, infiltrating the primary 
organ site and not extending beyond the adjacent soft 
tissues 

3 Tumor widely infiltrating the primary organ site and 
extending to neighboring organs 

4 ‘Tumor extensively involving adjacent soft tissues or 
organs 

Metastases: 
0 None 
1 Regional lymph nodes slightly enlarged, discrete and 


movable 


9 Regional lymph nodes considerably enlarged, and fixed 
either to one another or to adjacent structures 


A Clinieal stages confirmed microscopically 


A joint committee on reporting cancer end-results 
has recently recommended “Rules For Reporting Five- 
Year End Results of Persons with Malignant Neoplastic 
Diseases.” This committee was composed of representa- 
tives of the American College of Surgeons, the College of 
American Pathologists, the American College of Radi- 
ology, the American Cancer Society, and the National 
Cancer Institute. 


SUMMARY AND CONCLUSIONS 

A long-term follow-up survey of 220 patients with 
primary breast cancer who were operated upon at the 
Johns Hopkins Hospital during the period 1935 to 1940 
inclusive is reported. A successful follow-up was ob- 
tained in 208 patients, or 94.5% of the entire series. All 
diagnoses were carefully reviewed and verified by histo- 
logical examination. A special histological study of the 
surgical specimens from 64 patients known to have sur- 
vived 10 years or longer was undertaken. 
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Two hundred and four patients (93% ) were treated 
by means of radical mastectomy, 14 patients (6% ) were 
treated by means of simple mastectomy, and 2 patients 
(1%) received only local excision. The total five-year 
survival rate for all patients regardless of the type of 
surgical treatment or the stage of disease was 43.2%. 
The five-year clinical “cure” rate—patients living and 
well without discernible evidence of recurrence or metas- 
tases—was 38.2%. The five-year survival rate computed 
for patients under the age of 40 was only 29.6%, thus 
indicating a comparatively poorer prognosis for younger 
women. The five-year survival rate for patients without 
axillary metastases by microscopic examination in the 
nodes examined, was 64%; whereas the five-year sur- 
vival rate for patients with detected axillary metastases 
was only 31%. The total 10-year survival rate was 
29.1%. 

The problem of preoperative and postoperative radio- 
therapy is discussed. A review of the cases of 64 patients 
with breast cancer who survived 10 years or more failed 
toreveal any histological characteristics that could be cor- 
related with a favorable prognosis or long-time survival. 
Despite current clinical experiments with both more 
conservative and more radical surgical procedures, the 
classical Halsted radical mastectomy sets a high stand- 
ard of surgical treatment and remains the operation of 
choice in most cases of breast cancer. 
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Mercury Poisoning.—In industry, mercurial poisoning gives rise 
to symptoms slowly and insidiously: acute poisoning does not 
occur. The early symptoms include a metallic taste, salivation 
and tenderness of the gums. The gums are swollen and bleed 
easily, and the teeth may fall out: it is not easy to distinguish 
an early mercurial gingivitis from the pyorrhoea of a neglected 
mouth. Rarely, a blue mercurial line is seen on the gums, less 
conspicuous than the line in lead poisoning. The most char- 
acteristic symptom is mercurial tremor, one of the oldest 
known involuntary movements in the history of medicine. It is 
moderately fine and may be interrupted every few minutes by 
coarse shaking movements. It usually begins in the fingers, but 
the eyelids, lips and tongue are affected early. As it progresses, 
the arms and later the legs are affected so that it becomes very 
difficult for a man to walk about the workshop and often he 
has to be guided to his bench. At this state the tremor is so 
obvious that it is known to the layman as the hatters’ shakes. 
The tremor often passes away if the patient is removed from 
his work before it has become serious. . . . 

In the manufacture of clinical thermometers and in labora- 
tories Where mercury is handled extensively, benches should be 
covered with a smooth impervious surface sloping so as to 
drain the mercury into a suitable receptacle at the lowest point. 
The walls and floors should be of impervious material and the 
floor should be cleansed at the end of each day’s work. Ther- 
mometers should not be filled without suitable exhaust-ventila- 
tion for the removal of mercury vapor. Overalls, mess-rooms 
and washing facilities should be provided. The mouth and 
pharynx should be frequently rinsed with a mouth-wash, and 
the teeth cleaned with a soft tooth-brush and a dentifrice. 
Periodical medical and dental examination can achieve a great 
deal, especially by emphasis on the proper hygiene of the 
mouth. Cavities in carious teeth should be filled, sharp angles 
smoothed, and stumps and teeth irremediably decayed ex- 
tracted.—D. Hunter, M.D., Occupational Diseases with Neuro- 
logical Symptoms and Signs, The Practitioner, July, 1953. 
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A prominent cardiologist in the South asked a group 
that included several family physicians, “Would you 
want a general practitioner to attend your grandmother 
if she had a heart attack?” His answer was no. My answer 
is ves. In fact, the family physicians of this nation are 
doing most of the work of caring for grandmother, not 
only for heart disease but also for the many other dis- 
eases that may occur in her age group. He is most 
valuable in helping her with her anxieties, frustrations, 
and worries. He is too often the only physician who will 
answer a call in the middle of the night to see grand- 
mother or any other member of the family. 

If the patient is critically ill, the general practitioner 
must be sure to call a consultant. He must be very sure, 
however, that he only consults. The family physician 
must remain in charge as the attending physician and, if 
the patient is not doing well, ask the consultant to see the 
patient again, or, if he is unsatisfactory, call in another 
consultant. It is extremely important that the modern 
family physician be well versed in the care of cardiac 
emergencies, since his snap decision concerning diag- 
nosis and treatment may determine whether or not the 
patient lives or dies. If the patient survives and is hospi- 
talized, I sincerely hope that the family doctor is not 
practicing in one of those areas in which he will have to 
turn the patient over to another physician at the hospital. 


CLIMATE AND HEART DISEASE 

With the recent increase in life span and the almost 
complete elimination in this country of all major causes 
of death except vascular disease, cancer, and accident, 
an increasingly familiar aspect of the American scene 
has been the annual pilgrimage of cardiac patients to 
Florida. In view of the usual benefit derived from this 
pilgrimage, it must be concluded that, in one sense at 
least. these patients have found that fabulous fountain of 
youth whose absence so disappointed Ponce De Leon. 
Although the majority of persons who seek health in our 
temperate climates have arteriosclerotic and hyperten- 
sive heart disease, those with rheumatic and congenital 
heart disease have come to Florida seeking health in the 
more kindly climate. 

The patient with rheumatic heart disease who comes 
to southern Florida comes either to alleviate the distress 
of his advanced vascular damage or to live in a place 
where the danger of a potentially damaging flare-up of 
the active rheumatic state would be minimized. He has 
ample basis in clinical and experimental observation for 
his confidence in the ability of the Florida climate to help. 
White states that “Climate appears to be an important 
factor in the incidence both of rheumatic infection and 
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the rheumatic type of heart disease. In the northern part 
of the United States the rheumatic infection and its 
permanent involvement of the heart are five times more 
frequent than in the southernmost part of the country.” 
Various comparative surveys have shown that the inci- 
dence of rheumatic heart disease in Southern California 
and Arizona is much lower than in colder areas such as 
Connecticut and Wyoming. 

Careful studies by Saslaw on the incidence of rheu- 
matic fever in native school children in Dade County, 
Florida, have shown that the incidence in this group is 
much lower than in the rest of the country except in 
southern Arizona and Redlands, Calif. Further studies 
by this group have shown that the incidence of rheumatic 
heart disease in out-of-state school children in Dade 
County is much greater than in the native children. This 
is undoubtedly due to the migration of children with 
rheumatic disease to this area. The low incidence of 
rheumatic fever and rheumatic heart disease in the native 
children in Dade County, Florida, and I am sure that 
this is also true in the remainder of south Florida, is un- 
doubtedly due to the comparatively low incidence of 
upper respiratory infections, especially those associated 
with streptococci. The mildness of the climate allows 
much more time to be spent out-of-doors than in the 
northern climate. This distinction is especially true in 
the winter months. This leads to less crowding indoors 
and less spread of those upper respiratory infections that 
do exist. It is well known that crowding increases the 
incidence of rheumatic fever, and that, too often, it 
occurs in too many members of the same family. 

Although the studies mentioned have shown that 
fewer persons with congenital heart disease move to 
warmer climates than persons with rheumatic heart dis- 
ease, there is no doubt that the relative mildness of the 
climate and the lower incidence of upper respiratory 
infections makes the lot of the patient with congenital 
heart disease in southern Florida a less onerous one. 
There is less possibility of bacterial endocarditis affecting 
a congenitally malformed valve in the mild climate. The 
lessened metabolic requirements in the warmer climate 
undoubtedly diminish the burden for the congenitally 
inadequate heart that has difficulty maintaining its com- 
pensation. Although the persons with rheumatic and 
congenital heart disease benefit greatly from the mild 
climate of southern Florida, most of the patients with 
heart disease who seek help there have hypertensive and 
arteriosclerotic disease. This sufferer benefits from the 
climate in many ways. For one thing, he is less sus- 
ceptible to upper respiratory and pulmonary infections. 
These infections, in a more unfavorable environment, 
too often are the precipitating cause of cardiac failure in 
a person who has been just getting by. 
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In colder environments, there is a constant stimulation 
to the thermal regulatory centers, with consequent met- 
abolic stimulation. Along with this stimulation, there 
is vascular constriction and increased production of the 
adrenal steroids with their known deleterious effect on 
the vascular system. The angiospasm resulting from cold 
is, of course, a well-known phenomenon. Its effect on the 
patient with angina is too often to increase markedly the 
incidence of his anginal episodes to the extent that many 
such sufferers are forced to spend all of their winters 
indoors. Such persons always benefit greatly from the 
milder winter climates in south Florida. 

The patient with peripheral vascular disease also bene- 
fits a great deal from the milder climate. It has been 
strikingly evident to me that, although many of my pa- 
tients have moderately severe to severe impairment of 
their peripheral circulation, their complaints are surpris- 
ingly few. Many of these persons suffered considerably 
because of the impairment of their peripheral circulation 
before they came to Florida, and there is no doubt that 
the lack of stimuli to angiospasm with its accompanying 
disability is due to the milder weather. 

Despite the undoubted benefit derived by the person 
with arteriosclerotic and hypertensive heart disease who 
flees from the colder northern weather to the more 
moderate climate, no studies have been made that are 
comparable to the one made in rheumatic fever. Surpris- 
ingly enough, the study that demonstrates best the effec- 
tiveness of warm weather in reducing mortality in heart 
disease is the work done by Brown and Pearson. They 
analyzed the relationship between mortality due to heart 
disease and the mean temperatures at various times of 
the year in New York City. They used mortality statistics 
for all types of heart disease for the 10 years from 1934 
to 1944 and the mortality due to coronary artery disease 
for the 5 years from 1940 to 1944. These investigators 
found that there was an 18.8% increase in the deaths 
due to heart disease in the colder months. They were able 
to show that the deviation of the average temperature 
from the yearly average in a month varied inversely with 
the number of deaths due to all forms of heart disease 
and also to coronary artery disease. Although the com- 
plaint is often made that discomfort in hot weather is due 
to humidity rather than heat, similar studies showed no 
direct relationship between the rate of deaths due to heart 
disease and the humidity, and this was specifically true 
of deaths due to coronary artery disease. Even though 
similar studies are not available for southern Florida, 
comparison of the temperatures at West Palm Beach 
weather station with those in New York show that the 
daily maximal, minimal, and mean temperatures in New 
York City during the months of June, July, August, and 
September, were of the same order of magnitude as those 
reported by the West Palm Beach weather station during 
the months of November, December, January, February, 
March, and April. May and October, although somewhat 
warmer, are not appreciably so, since the averages are 
only 3 to 4 degrees higher in those months than at the 
peak of the New York summer, July, when according to 
the mortality statistics the deaths due to heart disease are 
minimal. Studies in southern Florida similar to those 
made in New York are not practical for several obvious 
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reasons. The population varies a great deal between 
summer and winter, and mortality statistics using the 
so-called fixed population as a basis would be inaccurate. 
In addition, the many persons with known heart disease 
who come to this area because of the mild winters, and 
who die here despite the climate, would also render the 
results unreliable. In comparison of cardiovascular death 
rates in states with more stable populations, it is found 
that the rate in New Hampshire is 644.7 per 100,000, 
but 231.3 per 100,000 in New Mexico. 

A discussion such as this would be incomplete without 
mention of the work done by Dr. George Burch on the 
effect of subtropical climate on congestive heart failure. 
His studies were made under conditions of controlled 
temperature and humidity. He found his cardiac patients 
were very comfortable and did best at temperatures from 
68 F to 72 F, averaging 70.3, with humidity ranging from 
48 to 72°, averaging 60.2%. When he subjected these 
patients to temperatures ranging from 99.0 F to 108.3 F. 
with an average of 104.3, they were extremely uncom- 
fortable and at times acute congestive failure was in- 
duced. When the temperature ranges in his experiments 
are compared with those reported from the West Palm 
Beach weather station, the temperatures he reported as 
optimal for comfort, namely, from 68 F to 72 F. are 
found to be of the same order of magnitude as the mean 
temperatures for the months of November through April. 
since these were 68 F to 74.1 F. The relative humidities 
reported during these months, taken at 1:30 p. m., are 
close to those reported by Burch as being most comtort- 
able. The temperatures found to be so deleterious. that 
is, temperatures ranging from 99 F to 106 F with a mean 
of 104.3 F, are considerably higher than those experi- 
enced in Florida and the Caribbean area, since the aver- 
age maximal temperatures in the hottest months, July 
and August, never go above 92 F and the means never 
above 83 F. In his study Burch must have used the tem- 
peratures of his home city of New Orleans when he cited 
temperatures between 99 F and 108 F. 


IATROGENIC HEART DISEASE 

Another type of heart disease is iatrogenic heart dis- 
ease. latrogenic means “caused by a physician.” latro- 
genic heart disease is an illness in which symptoms 
referable to the heart, or symptoms interpreted by the 
patient as such, are produced as a result of the words or 
actions of a physician. It is of importance for the foillow-. 
ing reasons: |. The disease produces considerable mor- 
bidity and may easily be more disabling than the average 
case of organic heart disease. 2. The disease should be 
and is preventable. 3. The treatment of the disease is 
specific and differs from the management of any other 
type of cardiac disorder. 

In the American Heart Association classification, 
iatrogenic heart disease is listed under effort syndrome 
(neurocirculatory asthenia), psychoneurosis. or both. 
latrogenic heart disease, however, has significant charac- 
teristics warranting its separation and especial emphasis. 
First, the cause is distinct as set by definition. While some 
patients may have deep-seated personality disorders, the 
precipitating factor in all cases is the action of the physi- 
cian and many times it is the sole factor. Second, and as 
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a natural corollary, therapy is ordinarily directed on a 
superficial plane, psychiatrically speaking, with emphasis 
on encouragement and reassurance rather than on deep 
psychological probing. Third, and most important, sep- 
aration of the disease points up the responsibility of the 
physician in its production and gives hope that the physi- 
cian so forewarned will be less likely to cause the disease 
in the future. 

There are no statistics to my knowledge to indicate 
the frequency of this condition, but several reports sug- 
gest its magnitude and importance. Oille stated, “Almost 
60° of patients who consult a cardiac specialist are 
suffering either from an exaggerated or wholly unneces- 
sary anxiety about their hearts, arising from suggestion 
and not based on reason... . Most of the suggestions 
arise from the careless or ill-considered remarks ot 
dociors.” In a classic paper on the influence of psychic 
factors in cardiac disorders, Conner featured the iatro- 
genic cause as the most important of the four factors that 
may produce a cardiac neurosis. Friedman states in his 
monograph on functional cardiovascular disease that 
“Unfortunately at least 10% of the hundreds of cases 
seen by the author were either caused or ‘fixed’ by some 
physician.” One of the finest studies made of the condi- 
tion labeled by the American Heart Association as 
“effort syndrome (neurocirculatory asthenia)” was re- 
ported by Wood in 1941 under the designation 
“DaCosta’s syndrome.” He concluded that this is in- 
variably a psychiatric illness, though often it is overlaid 
on other predisposing factors, such as family history, 
constitutional factors, or debilitating illness. Wood made 
a detailed study of 100 unselected cases and reported 
that “DaCosta’s syndrome may be induced by the doctor 
or by some other person in authority or it may be selt- 
induced. The doctor was responsible in 17 cases and was 
an important factor in 16 others.” It is evident from these 
references that iatrogenic heart disease is of considerable 
importance in clinical practice. It is also evident that this 
disorder is being submerged in larger categories, whereas 
it should be singled out for special attention. The most 
recent report was from the Work Classification Unit in 
New York, where persons were referred because of em- 
ployment difficulties attributed to heart disease. It is 
amazing that, out of 631 persons who were adequately 
studied, 175 (or 28% ) were found to have no heart dis- 
ease at all. The authors point out that iatrogenicity was 
a major factor in the disability of a substantial number 
of these patients. 


The pathogenesis of iatrogenic heart disease is quite 
clear. By definition, the etiological agent is the physician. 
From him the patient receives the impression that he has 
heart disease. This may occur through direct statements 
or actions or indirectly by the patients’ interpretation of 
certain words or acts of the physician. It is well-known 
that the common reaction of the patient on receiving a 
diagnosis of heart disease is fear. Persons vary in their 
responses, depending upon their personal make-up, their 
life experience, and their situational reactions. The gen- 
eral tendency of fear is to produce the combination of 
psychological and physiological manifestations com- 
monly termed “anxiety neurosis” or “neurocirculatory 
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asthenia.”” Unfortunately, the symptoms are of such 
nature as to suggest to the patient that they arise because 
of disturbed cardiac function. As a result a vicious circle 
is set up, consisting of anxiety-producing symptoms that 
in turn produce anxiety. There is seemingly no effective 
homeostatic mechanism at work. The very patient who 
is most fearful of heart disease is the one most likely to 
have symptoms that further fix the thought of heart dis- 
ease in his mind and perpetuate his fears. 


MANIFESTATIONS 

In investigation of the cause of chest pain, inquiry is 
of the utmost importance. It is often surprisingly difficult 
to get a patient to outline on his body the painful area, 
and location alone may reveal whether a pain is or is not 
due to cardiac disease. For example, a pain located in an 
area below either nipple, i. e., between the nipple and the 
costal margin, is almost never of cardiac origin, where- 
as a transverse pain across the body below both nipples 
is often cardiac. Submammary pains are very common, 
especially in women, and are very difficult to explain. 
Some are root pains, because spinal movements induce 
them. Some may be due to cholecystitis, because at times 
pressure over the gallbladder area produces pain below 
the left nipple. In most of them, however, no clue can be 
found to explain their cause. These pains last for hours 
at a time and have no relation to effort, eating, breathing, 
or anything except perhaps fatigue. They certainly are 
not important or serious; they may come and go for 15 
years or more. The second location of pains that are not 
due to cardiac disease is outside either nipple. A general 
principle regarding location is that midline or symmetri- 
cal pains across the chest are more likely to be of cardiac 
origin; the farther out from the midline a unilateral pain 
occurs, the less likely it is to be cardiac pain. When pains 
occur outside either nipple they are not due to cardiac 
disease. 


Of course, not all substernal pains are of cardiac 
origin. Some are spondylitic. Root pains in spinal arthri- 
tis may be located anywhere below the chin. Another 
clue may be found on inquiry about location, namely, 
that they shift. They occur in multiple areas and these 
areas change from time to time, in months or years. One 
must always keep asking “Where else does the pain 
occur?” because the last of several pains to be mentioned 
might be angina. 


Shooting or stabbing pains are a common complaint, 
and in my opinion momentary sharp stabs of pain are 
never cardiac. They may appear repeatedly in the same 
location or may be felt in several different locations. They 
may occur as isolated stabs or as a series of sharp jabs. 
Especially when they are located somewhere over the 
left anterior chest or axilla, they not infrequently make 
the patient feel concern regarding his heart. Certainly 
angina is never a shooting or a stabbing pain that lasts 
for only a few seconds. Angina is a wave of distress. It 
begins slightly at first, increases to a maximum, stays the 
same for a variable time, then dies down gradually. It is 
extremely difficult to establish a cause for this form ot 
distress. It occurs most commonly in persons with 
spondylitis and appears with certain types of work move- 
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ments, or it is related to posture, such as sitting at a desk 
or lying in bed. It may be present in persons with almost 
any form of disease, but it is also frequently found in per- 
sons in whom no functional or anatomical disorder can 
be found. 

The pain of spondylitis is usually unilateral but occa- 
sionally occurs in the midline or bilaterally and is char- 
acterized by its variability. It changes in character in the 
same person at different periods, from a burning to a 
pressure to an ache or sharp stab. It lasts any length of 
time, from a second to several days or even months. It 
occurs in different places in the chest from time to time, 
as well as in other parts of the body. It is these variations 
in character, duration, and situation that distinguish it 
from angina. A patient with angina has the distress in the 
same situation, of the same character, and for the same 
duration on each occasion. Spondylitic and skeletal pains 
are frequently worse in bed or other special postures and 
are often induced by some special movement rather than 
the degree of exertion. They may be localized to a very 
small area, or they may involve one-half of the chest. 
They spread to different pdrts of the chest and arms in a 
most unaccountable fashion. They may follow the direc- 
tion of the interspaces or go directly across the inter- 
spaces and have no apparent relation to the nerve seg- 
ments. Another characteristic of these pains is that they 
are periodic and may be absent for weeks or months at 
a time only to recur at some future date. Sometimes root 
pains are very definitely constant in character, and their 
localization does not shift. A pain due to root neuritis 
that is well localized and constant in character and radi- 
ation strongly suggests that the cause is a local lesion such 
as a tumor or an extruded intervertebral disk. On the 
other hand, most of the discomforts attributed to root 
neuritis are due to osteoarthritis of the spine. This proc- 
ess is usually fairly widespread, producing more diffuse 
symptoms that tend to vary in character, paralleling the 
natural exacerbations and remissions of this disease. 


Many patients and physicians think that a pain down 
the left arm or both arms means the pain is due to cardiac 
disease. This is far from true. Most pains starting on the 
left side of the chest and going down the left arm are not 
cardiac but skeletal in origin. However, radiation down 
the arm, or arms, is of extreme importance when there 
is also a pain across the epigastrium, which could be due 
either to some disease below the diaphragm or to coro- 
nary disease. If it goes down the arm, it is not of gastric 
or gallbladder origin and is nearly always cardiac, with 
the exception of pain due to hiatus hernia. Pains of this 
origin have been noted radiating down to the elbows. 
Chest pain radiating to the neck and jaw or teeth is al- 
most always cardiac. Localized tenderness is of some 
value as a differential sign. Hyperesthesia occurs with 
the pain of angina, but persists only the few minutes that 
the pain lasts. It also occurs with the pain of coronary 
thrombosis but lasts only a few days, never months or 
years as occurs very frequently in the case of root pain. 

Some patients with neurotic pains say that walking 
brings them on. In such a case, it should be determined 
whether there is any regularity in the amount of effort 
required to induce the pain; angina requires an approxi- 
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mately fixed degree of exertion and time to be induced. 
In a case of noncardiac pain simulating angina, it will be 
found likely that some days the pain comes as soon as 
the patient starts to walk and that on a good day he can 
walk any distance without pain. Next, the constancy with 
which the pain occurs should be ascertained. Does it 
occur every time he walks the same distance at the same 
rate? Arthritic or neurotic pains do not occur with a regu- 
lar amount of exercise and with the constancy that angina 
does. 
DIAGNOSIS 

Diagnosis is based on three criteria: 1. The patient 
must have symptoms. 2. The symptoms must be due to 
fear of heart disease, brought about by the words or acts 
of the physician. 3. The heart itself must be normal, 
though there may be a questionable or equivocal symp- 
toms or findings. Indeed persons with equivocal findings 
that lead to the erroneous impression of heart disease will 
perhaps constitute the majority. Among these are the per- 
sons with innocent murmurs, minor electrocardiographic 
variations, unimportant blood pressure fluctuations, and 
benign arrhythmias. Then too, there is a large group of 
persons with normal cardiovascular findings but with 
cardiac-like symptoms of noncardiac origin. This group 
includes among others those with thoracic pain of gastro- 
intestinal or nerve root origin and, importantly, those 
whose original symptoms are due to anxiety neurosis. 


TREATMENT 

Successful treatment depends on successful reassur- 
ance of the patient. To this end it is necessary that the 
physician undertaking this treatment conduct an exami- 
nation sufficiently exhaustive to convince himself and 
perhaps even more, the patient, that the heart is sound. 
This is one time when the use of all the supplementary 
tools of cardiovascular study can be encouraged, because 
of the extra authenticity it lends to the examiner's pro- 
nouncements. The treating physician has a factor in his 
favor if the patient originally considers him to be a higher 
authority than the physician who provoked the fear of 
heart disease. In the absence of such prestige, however, 
an efficient, thorough examination will go a long way 
toward impressing the patient that the final diagnosis is 
based on a firm foundation. The reassurance to be effec- 
tive must be clear cut. There can be no hedging. Alvarez 
states, “A physician is never going to cure neurosis unless 
he is positive when he says that the examinations showed 
nothing wrong. If he hedges and straddles and tries to 
keep a line of retreat open in case things go wrong, the 
worried patient will never be cured.” As far as possible 
the differing medical opinions the patient has received 
should be reconciled, not only because it is tactful but also 
because it may make the patient’s acceptance more likely. 
There are times, however, when such reconciliation can- 
not possibly be made but the physician must bluntly and 
firmly disagree with the pronouncements of a previous 
medical attendant. Under such circumstances there is 
no other course to follow, because the first concern must 
be the patient’s health. 


Along with emphatic reassurance as to the soundness 
of his heart, the patient should be made to understand 
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how his symptoms have resulted from his fears. The sim- 
ple admonition “It’s all in your head” or “It’s just your 
nerves” is entirely inadequate. As a matter of fact, it is 
often worse than useless, actually serving to make the pa- 
tient refractory to further suggestion, since he is apt to 
feel that such a statement implies low intelligence, weak 
will power, nonexistent symptoms, or even willful malin- 
gering. I have a notion that the patient is entitled to such 
an attitude, for the practitioner who brushes him off in 
that manner is actually likely to feel just that way about 
the neuroses. The physician must first of all accept, and 
convince the patient that he accepts, the symptoms as 
being real. Then he must point out to the patient that 
the symptoms are caused not by any disease of the heart 
but by fear. The physician should explain briefly or fully, 
according to the intellectual capacity of the individual pa- 
tient. the mechanisms whereby fear can produce the 
symptoms he experiences. The patient must be made to 
know that his symptoms are not dangerous to life, regard- 
less of how distressing they may be subjectively. He 
should know that the symptoms will leave if his fears are 
relieved but may persist if he retains any fear at either a 
conscious or a subconscious level. It is important that he 
be instructed to carry on in spite of his symptoms, should 
they occur. Any attempt at compromise, as by instruc- 
tion to “take things easy,” or by giving a “little heart 
tonic,” may be disastrous by negating the assurances of 
cardiac soundness. There are times when the patient 
must be unqualifiedly assured that his heart is absolutely 
normal when actually there may be slight doubts in the 
mind of the physician and, incidentally, in the private 
records. If kept there, the doubts will not harm the pa- 
tient. but if they are transmitted to him, they may well 
defeat all the therapeutic efforts. 


PREVENTION 

Prevention is the most important aspect of the entire 
problem, since iatrogenic heart disease is potentially 
100° preventable. Probably the most fruitful approach 
is to analyze the various reasons why the physician er- 
roneously makes the patient feel that heart disease is 
present, since recognition of each reason will auto- 
matically suggest its remedy. There are five possible ini- 
tiating factors: (1) misinterpretation by the patient of 
innocuous statements; (2) ill-considered remarks of the 
physician; (3) ill-considered acts of the physician; (4) 
error by the physician in interpreting symptoms; and 
(5) error by the physician in interpreting findings. 

1. The problem of the patient's misinterpretation is 
common to every phase of medicine. An earnest prac- 
titioner may say to a patient that his heart rate is slow, 
his heart is small, or his blood pressure is low, in each 
case knowing that the finding is a favorable one. Not 
understanding this, the patient may interpret it in an un- 
favorable light and thereafter feel certain that the physi- 
cian told him he had heart trouble. The physician who is 
constantly aware of this danger, however, will take pains 


to speak in such a way that his remarks cannot be mis- . 


interpreted. In the example cited, the careful physician 
would explain that the slow rate, small heart, or low 
blood pressure is the ideal finding that he sought and 
that convinced him that the heart is normal. 
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2. A second method by which iatrogenic heart disease 
can be initiated is through the ill-considered remarks of 
a physician. It would be merely scratching the surface to 
list such examples as “I never saw a worse heart than 
yours,” “You have six months to live,” or “You might 
have a stroke any minute.” The remedy again is caution 
in speaking to patients. One should be immeasurably 
more careful to avoid making tactless statements that, 
even at face value, will produce unwarranted distress. 

3. In the third method, the physician must be a profes- 
sional careful actor under the critical scrutiny of the pa- 
tient. If he listens too long or is too meticulous in the 
opinion of the patient, the latter may become panicky. 
He will think the physician has really found something 
seriously wrong, when actually the physician is making 
his best effort to do a good job. Do not advise rest for 
any cardiac patient unless it is indicated. Encourage the 
cardiac patients to perform physical activity just short of 
their level of tolerance as determined by their own 
symptoms. 


4. In the fourth method, symptoms such as pain, 
breathlessness, palpitation, fatigue, dizziness, and faint- 
ing should not be misinterpreted. Careful analysis of these 
symptoms plus the entire process of history taking and 
examination must be thorough for detection of the sig- 
nificant clues to the proper diagnosis. 

5. For the fifth method, the physician must have 
enough basic knowledge of diagnostic fundamentals. He 
should have relatively as much “cardiac” knowledge if he 
is going to diagnose heart disease as he would wish to 
have “surgical” knowledge if he were going to open the 
abdomen. It is certainly tragic to impose needless re- 
strictions on cardiac patients. 
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Protecting the Worker.—Whatever method is used to obtain 
quantitative data on the conditions of workers exposed to 
chemicals, it should lead to frequent observation of each 
worker by the plant physician who will be able to see when 
the workers are failing in health. By frequent contact with the 
men, and particularly contact on the job, he will gain their 
confidence. This will have two results: Not only will the 
morale of the individual worker be raised, but he will tend 
to come to the physician and to tell him of factors in both 
his industrial life and in his home life which may be of the 
utmost importance in controlling the health in the plant. In 
these days of a 40-hour workweek, only the smaller fraction 
of a worker's life is spent in the plant. That part spent out 
of the plant is at least as important in conditioning the 
worker's total health and his ability to resist hazards from 
chemicals as is that part spent in the plant. Any procedure 
that will help the physician to gather information about the 
total life of the worker is essential to a satisfactory program 
of conservation of health. In industry we are studying the 
whole man. Data from clinical study of sick people are not 
necessarily directly applicable to the healthy worker. Treat- 
ment of infections has so advanced in recent years that 
diseases of stress are assuming greater importance than dis- 
eases Caused by bacteria or poisoning. Such diseases are due 
to our attempt to live with our environment, often with an 
environment which we ourselves manufacture. In the study of 
the basic factors entering into degenerative diseases, industrial 
medicine conducted in the manner I have suggested is at the 
forefront of medical research—John H. Foulger, M.D., 
Physiologic Effects of Certain Explosives and Chlorinated 
Hydrocarbon Solvents, United States Armed Forces Medical 
Journal, October, 1953. 
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CHRONIC PROSTATITIS, A UROLOGIC QUANDARY 


Kenneth O. Ghormley, M.D., Edward N. Cook, M.D 


and 


Gerald M. Needham, Ph.D., Rochester, Minn. 


Although prostatitis has been recognized for more 
than a century, little change in therapeutic methods has 
been made in the past 50 years. In 1893, Fenwick re- 
ported good results with measures such as cold enemas, 
blistering, tonics, sitz baths, and so forth. More en- 
thusiastic reports of current forms of treatment have 
been rare. The explanation of this is not clear. Chronic 
prostatitis is often refractory to the best of modern 
methods of treatment. All too often patients, suddenly 
aware of their prostatitis, become prostatic cripples 
through injudicious, prolonged, and unsatisfactory ther- 
apy. In spite of the mass of literature on the subject, too 
little is known about the process. Treatment often be- 
comes stereotyped. Sir Henry Thompson, in 1860, listed 
certain causes of chronic prostatitis and, with minor 
variations, these have persisted in medical literature. 

Suspecting that all prostatitis is not the same, we 
collected a series of cases of chronic prostatitis. Each 
patient was examined from many aspects in the hope of 
uncovering further information regarding etiological 
factors and the true significance of the condition. We 
hoped, also, to perfect a method of study that would help 
determine which patients require treatment and the type 
~ of treatment most likely to succeed for each. 


MATERIALS AND METHODS 

The patients were essentially unselected; the only 
requirement was that a minimum of 20 pus cells per 
average high-power microscopic field be found on two 
examinations of prostatic secretion. Consequently 105 
patients, who were seen over a five month period, were 
studied. 

All patients were referred to the section of urology 
from other departments of the clinic for a “prostate 
check.” The group included patients with a history of 
prostatitis, fertility problems, unexplained pyuria, and 
symptoms suggestive of prostatitis, and patients who 
were examined at their own request or were sent for 
investigation of the prostate as a source of focal infection. 
A complete urologic history was taken, and the genitalia 
and prostate were carefully examined. Studies of the 
urine were made along with microscopic analysis of the 
prostatic secretion. This investigation took place on two 
successive days, and each patient was seen by at least 
two physicians. 

Clinical Study.—In many instances, the record cov- 
ered general and prostatic examinations over a period of 
20 to 30 years. Because we believe that chronic prosta- 
titis is a poorly defined entity, extensive study of clinical 
features was made in the hope of finding a common 
denominator that would not only correlate the cases but 
also determine some of the etiological factors. 

Bacteriological Study.—As has been indicated, a 
diagnosis of chronic prostatitis was established first by 
finding an excessive number of leukocytes in the prostatic 


secretion. Then the bacteriological investigation was 
undertaken. The complete results of this portion of the 
study will be reported at a later date. For collection of 
prostatic secretion for culture, a routine procedure was 
adopted. 1. On a day following the first examination, a 
secondglass urinary specimen was collected for culture. 
Blood agar and eosin-methylene blue plates were inocu- 
lated with this urine. 2. The glans penis was then 
cleansed with 50% alcohol, the meatus compressed 
between sterile pieces of gauze, and the prostate thor- 
oughly massaged. 3. Releasing pressure on the glans, the 
secretion was collected in a sterile test tube for culture. 
(Blood agar, eosin-methylene blue, and two anaerobic 
broths were employed as mediums.) 4. A final drop of 
secretion at the meatus was placed on a glass slide. with 
coverslip, and was studied as a wet smear under a high- 
power lens. The secretion was graded 2, 3, or 4, accord- 
ing to the number of pus cells observed in the average 
field. 5. The drop of secretion was then smeared over the 
slide by means of the glass coverslip and was allowed 
to dry. After it had remained in equal parts of ether and 
95% alcohol for one hour, it was stained by Gram’s 
method and was examined under an oil-immersion lens. 
Although the procedure entailed many steps, the results 
were often enlightening. 


RESULTS OF THE CLINICAL STUDY 

Age.—Chronic prostatitis may be found at any age 
after puberty. The influence of age is shown in this series 
of 105 cases, in which 85% of the patients were more 
than 40 years of age. We have always been reluctant to 
apply massage to the prostate of an elderly patient or to 
a hypertrophied prostate. In spite of the fact that this 
reluctance caused a number of elderly men to be ex- 
cluded from the study, 19% of the patients were 60 years 
of age or older. Only 4° of the prostatitis in this series 
occurred in men who were less than 30 years of age. 

History of Prostatitis ——To conclude that prostatitis 
is primarily a disease of the middle aged or the elderly, 
nevertheless, would be erroneous. Almost 60° (61 
patients) gave histories of prostatitis, diagnosed either 
at this clinic or elsewhere. Twenty-four of these had been 
aware of this condition for 10 years or more. The longest 
history of chronic prostatitis was 33 years, but five pa- 
tients had been treated intermittently for approximately 
30 years. Eight years was the average duration for the 
61 patients who gave histories of prostatitis. A diagnosis 
of prostatitis had not been made prior to this examina- 
tion for the remaining 40%. 

Summary of Treatment.—Most of the patients who 
gave histories of prostatitis had received treatment. 
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Intermittent courses of massage were used more than 
other methods of treatment and had been given to 80% 
of this group for varying periods of time. Thirty-three 
per cent had received chemotherapy for their prostatitis, 
while 25 were treated with urethral instillations and 
local medication. The use of urethral sounds was 
recorded in only 10% of the cases. Surgical procedures 
were rare. Two patients gave histories of vasectomy, 
and there was one instance each of epididymectomy, 
urethral cauterization, and transurethral resection of the 
prostate. 

History of Gonorrhea.—Forty of the 105 patients in 
this series admitted having had at least one gonorrheal 
infection (38%). A smaller percentage of this group 
reported multiple attacks; one patient claimed he had 
been infected 8 or 10 times. 


Symptoms in Group of Patients with Prostatitis 


No. of 
Symptoms Patients 
Lower urinary tract 
Pain (all varieties and locations) 
Neurotie manifestations 
Genitourinary bleeding 
Miscellaneous 


Findings on Digital Examination.—Rectal examina- 
tion of the prostate was not diagnostically helpful in this 
study. In every instance, the prostate was examined 
digitally and was evaluated according to size, consistency, 
and the patient’s sensation. Enlargement was graded 1 
to 4. A prostate of grade 1 enlargement was considered 
to be of nearly normal size and of no particular patho- 
logical or clinical significance. In 85% of cases, the 
prostate was considered either of normal size or mini- 
mally enlarged. Thirteen per cent of the prostates 
showed moderate hypertrophy; none were judged larger 
than grade 2. 

Fifty-five per cent of the prostates of this series were 
considered to be of normal consistency. Twenty-eight 
per cent were described as “boggy” and the remaining 
17% as “firm.” Seventeen per cent of the patients were 
believed to show evidence of increased prostatic sensi- 
tivity. Rectal examination is uncomfortable, however, 
and the patient is likely to wince. Except in extreme 
cases, therefore, the significance of the patient’s sensa- 
tion seems questionable. 


J.A.M.A., Nov. 7, 1953 


Grade of Prostatitis —All patients in this series had 
prostatitis of grade 2, 3, or 4. The prostatic secretion was 
studied microscopically under the high-power magnifica- 
tion, and the following estimate was used: Normal, 0 to 6 
pus cells per high-power field; grade 1, 7 to 20 pus cells 
per high-power field; grade 2, 21 to 50 pus cells per high- 
power field; grade 3, approximately three-quarters of an 
average high-power field occupied by pus cells; and 
grade 4, average high-power field solidly packed. Ac- 
cording to this scale, in 45% of cases, prostatitis was 
interpreted as grade 2; in 27%, as grade 3, and in 28%, 
as grade 4. This evaluation was relatively accurate be- 
cause the secretion was examined on at least two occa- 
sions in the course of the examination. 

Association of Prostatitis with Pyuria.—Pyuria might 
be anticipated in the presence of large amounts of puru- 
lent secretion in the prostate. The routine morning speci- 
men was examined prior to prostatic massage. The 
following system of grading was employed to estimate 
the degree of pyuria in a sample of centrifuged urinary 
sediment: Negative, no pus cells; occasional, | to 3 pus 
cells per high-power field; pus grade 1, 4 to 20 pus cells 
per high-power field; pus grade 2, 20 to 50 pus cells per 
high-power field; pus grade 3, three-fourths of average 
nigh-power field occupied; and pus grade 4, average 
high-power field packed. In 35% of 101 cases, smears of 
the urine were negative or contained only an occasional 
pus cell. Pus was of grade | in 39% of cases, grade 2 in 
19%, grade 3 in 7%, and grade 4 in only 1 case. 

There was little correlation between the degree ot 
pyuria and the degree of prostatitis. Of the 101 patients, 
the 55 with grades 3 and 4 prostatitis were variable with 
respect to pyuria. In 58% of this group, the urine was 
essentially normal, or pyuria was mild or grade 1. Only 
11% of the patients had grade 3 pyuria. 

Symptomatology.—Textbooks are vague concerning 
the symptomatology of chronic prostatitis. No character- 
istic pattern of symptoms could be found in this group 
of patients. A list of 27 different symptoms or pertinent 
findings was compiled from the histories. Many patients 
had multiple symptoms, some had only one symptom. 
The largest single group was asymptomatic. In an effort 
to achieve some semblance of order, the symptoms were 
broken up into classes. These are listed, together with 
the number of patients who gave histories of each com- 
plaint, in the table. 

No correlation could be found between the grade of 
prostatitis and the presence or extent of symptoms. Fre- 
quently a patient with mild prostatitis had multiple symp- 
toms, while one with severe prostatitis was asymptomatic. 
Although the preponderance of patients with many symp- 
toms had received considerable treatment for their pros- 
tatitis, there was an appreciable number with few or no 
symptoms who had received extensive therapy over 
many years. No psychiatric evaluation of the patients in 
this series was attempted. Many of those with the most 
exaggerated symptoms, however, showed a considerable 
element of psychoneurosis. Bizarre symptoms of these 
patients multiplied with therapy, and their concern grew 
with each prostatic massage. 
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RESULTS OF BACTERIOLOGICAL STUDY 

As has been said, a detailed report of the results of 
this study will be published at a later date. Several 
observations were made, however, that are of general 
interest. Although an extensive bacteriological investi- 
gation would be impracticable in every case of prostatitis, 
there are instances in which it is a decided advantage to 
have this information. By means of cultures of the pros- 
tatic secretion and urine and smears of each secretion 
stained with Gram’s stain, the data comprising this im- 
portant portion of the study were assembled. 

Bacteria Isolated from Prostatic Secretion.—Of the 
105 patients in this series, bacteria were recovered on 
culture of prostatic secretion of 91.5%; there was no 
growth on any medium from the prostatic secretion of 
8.5%. Contrary to several reports, mixed flora were 
frequently encountered in our series. 

On the basis of usual clinical experience, the bacteria 
were arbitrarily divided into three groups: recognized 
pathogens, nonpathogenic bacteria, and a small, miscel- 
laneous group that might be considered pathogenic. The 
pathogenic bacteria included Escherichia coli, Strepto- 
coccus faecalis, Aerobacter aerogenes, Pseudomonas 
aeruginosa, and Micrococcus pyogenes. The nonpatho- 
genic bacteria included Micrococcus (species undeter- 
mined), alpha hemolytic Streptococcus, Corynebacter- 
ium, and nonhemolytic Streptococcus. The miscellaneous 
group included anaerobic and rare species of bacteria. 

Only 36% of the total number of bacteria cultured 
were pathogenic, while 60% were nonpathogenic. The 
bacteria most frequently found were nonpathogenic mi- 
crococci; these accounted for 40% of the total bacteria 
identified, or 69% of the nonpathogenic group. 

Bacteria Isolated from Urine.—The urine of all but 
two patients of this series was cultured. Cultures of the 
urine of 34% of the patients gave positive results, while 
those of 66% gave no growth. The bacteria also were 
divided into pathogenic and nonpathogenic groups. Sixty- 
three per cent were classified as pathogenic, while only 
37% were considered nonpathogenic. 

After studying individual cases, it was discovered that, 
while 60% of the pathogens cultured from the prostatic 
secretion were also cultured from the urine, only 15% 
of the nonpathogenic prostatic bacteria were present in 
the urine. In order to determine the clinical significance 
of a pathogenic organism found in both the prostatic 
secretion and the urine, the symptoms of the 25 patients 
with both prostatic and urinary pathogens were re- 
viewed. Of this group, 64% complained of either dysuria 
or a recent genitourinary infection (for instance, acute 
epididymitis). Whether the prostate became involved 
primarily or secondarily could not be determined. 

Prostatic Secretions with Negative Cultures.—Cul- 
tures of the prostatic secretion of nine patients in this 
series were bacteriologically negative. The degree of in- 
volvement was variable, with an equal number having 
prostatitis of grade 2, grade 3 and grade 4 on the basis 
of examination of a wet smear. Culture of the urine of all 
nine patients gave no positive results. The symptoma- 
tology was complex and showed no correlation. Al- 
though four of the patients were asymptomatic, several 
of the worst problems, psychologically and otherwise, 
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were encountered in this group. Five of the nine patients 
gave evidence of an anxiety state or of severe psycho- 
neurosis. Two patients had received chemotherapy not 
long before the prostatic examination for symptoms sug- 
gestive of acute inflammation of the lower part of the 
urinary tract. It is appreciated that bacteria might well 
have been present prior to this treatment. 

Gram-Stained Smears.—Smears of all prostatic secre- 
tions were stained with Gram’s stain. These smears were 
studied independently, without knowledge of the flora 
obtained on culture. This examination was thorough, 
time-consuming and, no doubt, overzealous on occasion. 
In most cases, results of examination of the smears were 
unequivocally positive or negative, and the bacterial 
types were easily recognized. Results of examination of 
20% of the smears significantly disagreed with the re- 
sults of culture. The source of this error was not always 
apparent. In some instances, however, the smear seemed 
more informative than the culture. 

Pathogenic Prostatic Bacteria with Negative Culture 
of Urine.—True “bacterial prostatitis” could be assumed 
to be present if a patient’s prostatic secretion gave a 
positive culture but his urine a negative one. Only 13 
patients had pathogenic organisms in the prostatic secre- 
tion and also passed urine from which no growth could 
be obtained. They represented all grades of prostatitis 
and a variety of bacteria. Some were asymptomatic, but 
the remainder had a wide variety of symptoms, seem- 
ingly unrelated. Esch. coli were found in the prostatic 
secretion of two patients with histories of intermittent 
dysuria. 

Infestation with Trichomonas.—Apparently only 104 
cases of infection with Trichomonas vaginalis in the male 
had been reported by 1938. In 1944, however, Roth 
demonstrated this to be a common venereal infection of 
Negro men. Six cases of infestation with Trichomonas 
were encountered in this investigation. All of these pa- 
tients were white, and the protozoans were present in the 
urine. Organisms were seen in the prostatic secretion of 
three of these men. 

Pleuropneumonia-like Organisms.—At the conclu- 
sion of the bacteriological study, the prostatic secretions 
of 25 additional patients with prostatitis were cultured 
for pleuropneumonia-like organisms. Although some 
cultures were not satisfactory because of overgrowth of 
various bacteria, three positive cultures were obtained. 


COMMENT 

The primary purpose of this investigation has been to 
survey many aspects of chronic prostatitis in order to 
determine what may be the causative factors. To ac- 
complish this, 105 patients were carefully studied. The 
data collected fell into two categories, clinical features 
and a bacteriological study. it readily became apparent 
that a simple, concise definition of the etiology of pros- 
tatitis was not feasible. Although chronic prostatitis 
frequently is spoken of as a “disease,” no pattern of 
symptoms is characteristic, and most cases have little in 
common. Consequently, generalizations as to etiology, 
symptomatology, prognosis, or treatment seem not only 
misleading but superfluous. Reduced to simplest terms, 
prostatitis is an inflammation of the prostate gland char- 
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acterized by an excessive number of leukocytes in the 
prostatic secretion. The finding of pus cells in the pros- 
tatic secretion was the only characteristic all patients had 
in common. Etiological factors of chronic prostatitis 
should be found in the sources of this inflammation. 

The majority of patients in this series were more than 
40 years of age. Age, therefore, seems to be a factor in 
the incidence of prostatitis. This can be explained in 
several ways. A large number of middle-aged or elderly 
men had a history of prostatitis of many years’ duration. 
Added years provide patients with an extended oppor- 
tunity for exposure to agents that cause prostatitis or to 
the physician’s finding it. The diminishing sexual activity 
of increasing age may be of some significance. Likewise, 
structural changes in the prostate, which accompany 
benign hypertrophy, undoubtedly interfere with normal 
function of the gland. Age may make the prostate in- 
creasingly vulnerable to prostatitis. 


The role of gonorrhea in the etiology of prostatitis 
frequently has been stressed. Only 38% of the patients 
in our series admitted previous gonorrheal infection. The 
urethral trauma incident to former methods of treatment 
no longer occurs. With chemotherapy available, pros- 
tatitis should be seen much less often as a sequel of 
gonorrhea. 


Laboratory study of prostatitis has been limited, in 
large part, to cultural, serological, and immunological 
investigations. Because of the trend of this research, 
chronic prostatitis has been primarily regarded as a 
bacterial inflammation. Unlike other bacterial infections, 
the results of chemotherapy have been disappointing. 
The relationship of bacteria to prostatitis is not clear. In 
the present study we have tried to broaden the scope of 
the bacteriological investigation in an attempt to demon- 
strate this relationship. 

More than 90% of the secretions cultured were bac- 
teriologically positive. Of the bacteria recovered, 36% 
were recognized pathogens, while 60% were bacteria 
usually considered to be nonpathogenic. Compared to 
the high percentage of positive prostatic cultures, 33% 
of the patients had positive urinary cultures. Only 15% 
of the large group of nonpathogenic prostatic bacteria 
were recovered from the urine, while, in striking con- 
trast, 60% of the prostatic pathogens were found on 
culture of the urine. Two-thirds of those with pathogenic 
organisms in both prostatic secretion and urine gave 
histories of dysuria or a recent genitourinary infection in 
addition to their prostatitis. Bacteria may well play an 
important causative role in this group of patients, and 
trial of chemotherapy would seem indicated notwith- 
standing the current disappointing reports of such treat- 
ment, 

Cultures of prostatic secretion and urine of nine pa- 
tients in this series gave bacteriologically negative results. 
They represented all degrees of prostatitis and they had a 
wide variety of symptoms. More than a third of the posi- 
tive prostatic cultures were bacteriologically insignificant 
and presumably were attributable to contamination. With 
this large group in mind, it was our impression that 
chronic prostatitis is not always attributable to bacterial 
infection. Amicrobic prostatitis may well explain past 
failures of chemotherapy. 


J.A.M.A., Nov. 7, 1953 


CONCLUSIONS 
The quandary of chronic prostatitis is difficult to re- 
solve. Although the diagnosis is easily made, there are 
no characteristic physical findings or symptoms. Treat- 
ment, while stereotyped, is frequently unsatisfactory. 
Chronic prostatitis is widespread and too often becomes 
an obsession of the hypochrondriac. As encountered, the 
prostatic cripple is the product of injudicious and pro- 
longed therapy. All prostatitis is not the same and its 
significance is variable. A more critical approach to the 
individual case will prove beneficial, not only to the 

patient but to his physician as well. 


CLINICAL NOTES 


NEPHROTIC SYNDROME OCCURRING 
DURING PARAMETHADIONE THERAPY 


REPORT OF A CASE WITH CLINICAL REMISSION 


James C. Wren, M.D. 
and 


Robert L. Nutt, M.D., Englewood, N. J. 


Three cases of a nephrotic-like syndrome appearing 
in patients taking trimethadione (Tridione) have been 
reported. In May, 1948, Barnett and associates ' re- 
ported the case of a 16-year-old girl who had been taking 
trimethadione for eight months when massive edema, 
4+- proteinuria, hypoproteinemia, and hypercholesterol- 
emia appeared but results of renal function tests were 
normal. In this case nephrosis occurred two additional 
times, both following further courses of the drug. 


In February, 1949, White * reported a similar case in 
which a 20-year-old man in whom massive edema, 4+- 
proteinuria, hypoproteinemia, and hypercholesterolemia 
developed following a 10 month course of trimethadione. 
As in the case of Barnett and co-workers,'! the edema, 
proteinuria, and abnormal blood chemistry reverted to 
normal within six weeks after withdrawal of the drug. 


Briggs and Emery* reported a case in which a 
nephrotic syndrome developed after trimethadione ther- 
apy for four months. This child did not have a clinical 
remission after withdrawal of the drug. The child died 
eighth months after the onset of the nephrosis. Abbott 
and Schwab* thought this might have been a case of 
chronic glomerulonephritis. 

Davis and Lennox ° attributed a case of nephrosis to 
paramethadione (Paradione). This case was not reported 
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in any detail, only alluded to, so to date no fully docu- 
mented case of a nephrotic syndrome appearing in a 
patient receiving paramethadione has been reported. It 
is easily conceivable that a drug so closely related to 


H.C CH, 
4 2N-C H3 N-CH; 
TRIMETHADIONE PARAMETHADIONE 


Structural formulas of trimethadione (Triodone) and paramethadione 
(Paradione). 


trimethadione as paramethadione could also produce a 
toxic nephrosis. The diagrams show the close structural 
relationship of the two drugs. 


REPORT OF CASE 


A 26-year-old white man was admitted to Englewood 
Hospital on Oct. 2, 1952, with marked swelling of both lower 
extremities, scrotum, penis, hands, forearms, and face. The 
patient began to have dizzy spells two to three times a week 
at the age of 16. In 1944, when 18 years old, he entered the 
Army and, as he stated, “started having blackouts.” He would 
drop to the floor, had no aura, did not soil or injure himself 
during an attack, and was not sleepy after attacks. These 
spells occurred daily while he was in basic training but later 
he experienced them only two to three times a month. Because 
of the seizures he received a medical discharge. 


In November, 1946, because of increasing frequency of 
these seizures, he consulted a neurologist who made the 
diagnosis of idiopathic epilepsy with grand and petit mal 
features. The patient was given 0.3 gm. of trimethadione and 
0.015 gm. of phenobarbital four times per day. This dosage 
was maintained through June, 1949, when the trimethadione 
therapy was discontinued and administration of diphenyl- 
hydantoin (Dilantin) sodium started with phenobarbital. In 
April, 1951, following a change in physicians, he was placed 
on a dosage schedule of 1.5 gm. of paramethadione and 
Mesantoin (3-methyl-5,5-phenylethylhydantoin) 0.5 gm. per 
day both in divided doses. On these drugs he had only one 
to two seizures per month. 

In late September, 1952, while still receiving the same doses 
of paramethadione and Mesantoin, he noted tightness of his 
shoes and watchband, plus swelling of his face. He became 
alarmed as the swelling progressed, and he consulted a local 
physician. The physician found generalized pitting edema with 
albuminuria and advised hospitalization. The patient had no 
past history or symptoms pointing to abnormalities of his 
cardiovascular, renal, or gastrointestinal systems. No other 
members of his family were known to have had convulsive 
disorders or kidney disease. 

Physical examination on admission revealed a well-developed 
young man with obvious body swelling. He weighed 186 Jb. 
(84 kg.), although his usual weight was 150 Ib. (68 kg.). The 
pulse rate was regular at 80 per minute and respiration at 
18 per minute. The blood pressure was 112 systolic and 68 
diastolic. His face was pale and puffy. The ocular fundi 
appeared normal. The lungs were clear to percussion and 
auscultation. No cardiac enlargement was noted. His abdomen 
was protuberant, with a fluid wave and shifting dullness. There 
was 3+ pitting edema of the feet, legs, thighs, and forearms. 

The hemogram on admission showed 5 million red blood 
cells, with 14.4 gm. of hemoglobin per 100 cc. There were 
9,100 white blood cells with 69% segmented polymorpho- 
nuclear leukocytes, 1% eosinophils, and 30% lymphocytes. 
The Kline reaction was negative, the hematocrit 51%, and the 
erythrocyte sedimentation rate 34 mm. in one hour (Wintrobe). 
Urinalysis revealed light amber urine with a specific gravity 
of 1.024, 44+ albuminuria, and no sugar. Microscopic exami- 
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nation of the urine showed 3 white blood cells per high power 
field, no red blood cells, and an occasional finely granular cast. 
Blood chemistry studies on admission showed 4.54 gm. of 
total serum protein per 100 cc., with 1.59 gm. of serum 
albumin and 2.95 gm. of serum globulin. The albumin-globulin 
ratio was 0.6:1.0, the nonprotein nitrogen level 32.4 mg., 
creatinine level 1.5 mg., the cholesterol level 478 mg., and 
cholesterol esters level 196 mg. The chloride, sodium, and 
potassium levels were all within the Tange of normal. The 
results of a urea clearance, ph halein dye excre- 
tion, and Fishberg concentration tests were also within limits 
of normal. The basal metabolic rate was -34. The chest roent- 
genogram and flat film of the abdomen revealed nothing 
remarkable. 


The patient was placed on a low salt diet and continued on 
his antiepileptic regimen of Mesantoin and paramethadione 
while the diagnostic work-up was being completed. A review 
of the literature revealed the above mentioned toxic nephrotic- 
like syndrome occurring with trimethadione, so on the fifth 
hospital day administration of paramethadione was discon- 
tinued, while Mesantoin and phenobarbital therapy was main- 
tained. 

The following day cortisone therapy was started. He was 
given 200 mg. per day for three days, followed by 100 mg. 
per day for seven days. No diuresis occurred. The patient's 
weight remained 186 Ib. (84 kg.) after the 10 day course of 
cortisone. Starting on the 11th day after administration of 
paramethadione had been stopped, the urinary output in- 
creased. A high urinary output, varying between 1,500 to 3,500 
cc. per day, lasted 15 days. At the end of this time, 25 days 
after paramethadione was discontinued, the patient was free 
of edema and weighed 149 Ib. (67.4 kg.). On the 34th hospital 
day he was discharged to be followed in the outpatient clinic. 
At this time his urine showed 1+ albuminuria. The total 
serum protein level had risen to 5.21 gm. per 100 cc., with 
2.65 gm. of serum albumin, and 2.60 gm. of serum globulin; 
thus the albumin-globulin ratio was 1:1. The cholesterol value 
was still elevated at 515 mg. 

The patient was asymptomatic at clinic visits over the next 
five months. His weight remained around 150 lb. (68 kg.), 
with normal pulse, temperature, and blood pressure. Repeated 
urinalysis showed a steady diminution in the albuminuria. The 
urine contained no albumin six weeks after the paramethadione 
therapy had been discontinued and at the time of writing, 
March 28, 1953. Ten weeks after administration of the drug 
was stopped, the total serum protein content was 5.45 gm. 
per 100 cc., with 2.94 gm. of serum albumin and 2.51 gm. of 
serum globulin. The albumin-globulin ratio was 1.05:1.0. The 
serum cholesterol level had fallen to 212 mg. per 100 cc. 
Three months after paramethadione therapy was discontinued, 
the serum protein level, the albumin-globulin ratio, and serum 
cholesterol level were all within the normal range, and were 
also normal on March 28, 1953. The patient now receives 
Mesantoin and phenobarbital. 


COM MENT 


In this case the patient had been receiving trimeth- 
adione for two and one-half years with no apparent toxic 
effects but after one and one-half years of parameth- 
adione therapy began to manifest a nephrotic-like 
syndrome. As in the reported cases of a nephrotic-like 
syndrome occurring in patients receiving trimethadione, 
our patient also had normal renal function tests. The 
diuresis that began 10 days after paramethadione ther- 
apy was stopped and continued for 17 days also parallels 
the events in the trimethadione cases. Although the re- 
sults of urine tests returned to normal within six weeks, 
as occurred in Barnett’s* case, the serum protein and 
cholesterol levels in our case were a little slower in 
returning to normal. 
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The effect of cortisone on the diuresis is open to 
question. Workers® who have employed cortisone 
and/or corticotropin in the nephrotic syndrome found 
corticotropin to be much more effective in producing 
diuresis. Cortisone seldom produced diuresis. In the 
nephrotic stage of chronic glomerulonephritis treated 
with cortisone, any diuresis usually begins on the 7th 
to 10th day of therapy. The diuresis lasts only three to 
five days. In this case diuresis began on the 10th day of 
cortisone administration, the 11th day after administra- 
tion of paramethadione was stopped, and continued for 
17 days. This pattern of diuresis approximates that seen 
after withdrawal of trimethadione.’ 

To date photophobia, mild to severe dermatitides, 
drowsiness, nausea, hepatitis, agranulocytosis, and neph- 
rosis have been reported * to occur in patients receiving 
the oxazolidine-2, 4 diones (trimethadione and para- 
methadione). Nephrosis is a rare toxic manifestation, 
but it is shown by this case and the others mentioned 
that a urinalysis should be included in the monthly ex- 
aminations of epileptics receiving trimethadione or 
paramethadione. Abbott * and Kaufman recommend 
monthly urinalyses, including bile tests, and complete 
blood counts, as long as the patient is taking the drugs. 
This is certainly borne out by our case. Abbott * wisely 
suggests careful physical examination, urinalysis, and 
complete blood count before paramethadione or tri- 
methadione therapy is begun. 


SUMMARY 

A case of nephrosis occurring during paramethadione 
(Paradione) therapy is described. The nephrotic-like 
syndrome cleared six weeks after discontinuance of ther- 
apy with this drug. A 10 day course of cortisone did not 
produce significant diuresis. The need for simple labora- 
tory tests at monthly intervals while patients are on pro- 
longed administration of certain of the newer antiepilep- 
tic drugs is stressed. 

350 Engle St. (Dr. Wren). 
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Physical Therapy.—Physical therapy is an auxiliary to the art 
and practice of medicine and should be practiced under a 
physician’s supervision, particularly when it is the major 
treatment given the patient. The diagnosis must be confirmed 
before treatment is started with physical therapy. The measures 
applied must be realistic and of dynamic character, and the 
patient’s progress should be followed by the physician and 
physical therapist. The physician-physical therapist relation- 
ship is one of mutual exchange of thought and leads to mutual 
comprehension of the therapeutic goal and the therapeutic 
measures necessary for its attainment.—Lieut. Col. Robert W. 
Augustine, The Relation of Physician and Physical Therapist, 
United States Armed Forces Medical Journal, October, 1953, 
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SIMPLE DEVICE FOR 
TRACHEOBRONCHIAL ASPIRATION 


Ernest B. Emerson Jr., M.D., Rochester, N. Y. 


Most physicians who perform tonsillectomy and oral 
surgery are well aware of the fact that occasionally, 
despite careful preoperative medication, mucus does 
develop in the tracheobronchial tree in quantities that 
hinder continuous insufflation anesthesia. Under certain 
circumstances beyond immediate control, it is possible 
for a patient to have his tracheobronchial tree contami- 
nated with blood. The tracheobronchial aspirator has 
been designed to simplify the correction of these difficul- 
ties without removal of the gags in use, even in the 
absence of a trained endoscopist. The latter is especially 
important in view of the fact that the vast majority of 
surgeons performing tonsillectomy and oral surgery are 
not trained in endoscopy and need an adequate means 
of handling such situations. 


Fig. 1.—The tracheobronchial aspirator. One size is tor no. 14 and 
the other for no. 18 French suction tube. 


DESCRIPTION 

The tracheobronchial aspirator (fig. 1) is a simple 
piece of equipment designed so that a rubber suction 
tube can be passed through it into the trachea with only 
headlight illumination and without removing the mouth 
gag. It consists of a removable handle and a long brass 
tube of such diameter that either a no. 14 or 18 French 
rubber suction tube may be passed through it. The car- 
rier through which the suction tube passes is bent to 
allow easy access to the trachea without undue trauma 
while the gag is still in place. 


TECHNIQUE 

The technique will be self-explanatory to the endos- 
copist with but a glance at the diagrammatic illustration 
of the instrument in use (fig. 2). The steps of insertion 
are: (1) pass the carrier tube into the mouth and throat 


The tracheobronchial aspirator is available through the Welch-Allyn 
Company, Skaneateles Falls, N. Y. 

From the Department of Surgery, Division of Otolaryngology, Uni- 
versity of Rochester School of Medicine and Dentistry, Rochester, N. Y., 
and in conjunction with the Bronchoscopic Service of the Veterans Ad- 
ministration Hospital, Batavia, N. Y. 
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along the midline; (2) pick up the tip of the epiglottis; 
(3) lift the epiglottis up as far as possible and, at the 
same time, advance the instrument about a centimeter 
(further in adults); and (4) hold the instrument steady 
and rapidly pass the rubber tube, with the suction cut off, 
down the tracheobronchial tree. To remove the aspirator, 
release the suction while withdrawing the tube with 
deliberation. 


Anesthetic 


Fig. 2.—The tracheobronchial aspirator in use. Note gag has not been 
removed, yet entrance to trachea is relatively easy. 


SUMMARY AND CONCLUSIONS 
A tracheobronchial aspirator is described. The instru- 
ment has been found satisfactory for the aspiration of 
blood and mucus from the tracheobronchial tree during 
tonsillectomy or oral surgery without the inconvenience 
of removing the mouth gag. Satisfactory aspiration may 
be thus accomplished in the absence of an endoscopist. 


26 Strathallan Park (7). 


Treatment of Carcinoma of Prostate.—The treatment of car- 
cinoma of the prostate depends upon the extent of the neo- 
plasm and the general condition of the patient. In those lesions 
limited completely to the prostate, if the general condition 
of the patient warrants it, radical removal of the prostate 
by either the perineal or retropubic route may be carried out. 
The retropubic technique offers more extensive exposure of 
the regional lymph nodes and the seminal vesicles and pos- 
sibly, therefore, perniits a little more radical removal of the 
carcinomatous area. A great deal of this, however, depends 
upon the experience of the surgeon. In those cases where the 
carcinoma has extended beyond the capsule of the prostate 
and is, therefore, inoperable by radical prostatectomy, inter- 
stitial radiation using radioactive isotopes, such as Au!®%s, 
emitting primarily beta radiation seems promising. . . . In 
those patients with carcinoma of the prostate where the lesion 
has metastasized so that the previously described methods of 
treatment cannot be used, the treatment is palliative and con- 
sists essentially of relief of bladder neck obstruction by trans- 
urethral resection, conservative prostatectomy or suprapubic 
cystostomy and endocrine control of the neoplasm by orchi- 
ectomy and estrogen administration. When the neoplasm of 
such patients becomes refractory to orchiectomy and estrogens 
and the general situation warrants it, bilateral adrenalectomy 
may be considered.—R. H. Flocks, M.D., Treatment of Car- 
cinoma of the Prostate, Transactions of the Western Section 
of the American Urological Association, May, 1952. 
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SPECIAL ARTICLE 


A PHYSICIAN AND AN ECONOMIST LOOK AT 
OLD-AGE AND SURVIVORS INSURANCE 


F. J. L. Blasingame, M.D., Wharton, Texas 


and 


Frank G. Dickinson, Ph.D., Chicago 


This article reflects the views of the authors and not neces- 


sarily the official policy of the American Medical Association. 
—EDbD. 


The subject of social security is particularly important 
to members of the medical profession. Current proposals 
in Washington to include self-employed physicians under 
the benefits of Old-Age and Survivors Insurance (OASI). 
as most employed physicians have been since 1950, make 
the question timely. 

TOWNSEND PLAN 

Physicians can speak out against the extension of 
OASI benefits without indulging in any kind of inter- 
professional mudslinging. One of the grandfathers of the 
idea of free pensions is a member of the medical profes- 
sion, Dr. Francis E. Townsend. While a city health officer 
in Long Beach, Calif., he became famous for his pension 
plan before the enactment of the Social Security Act in 
1935. Although there are persons today who still cling 
to Dr. Townsend’s basic ideal, his ideas were an out- 
growth of the depression years, and his plan was intended 
to stimulate consumption and thus to pull us out of the 
depression. The Townsend Recovery Plan provided that 
each retired person over 60 be given $200 a month to 
spend within the month. The funds for distribution would 
have been built up out of a 2% transactions tax. 

A 1952 report by the then Federal Security Agency 
(“Social Security Financing,” Bureau Report No. 17, 
1952) describes contemporary Townsendism as a plan 
calling for a 3% tax on all gross income, excluding the 
first $250 per month for persons. The revenue from this 
tax would be distributed equally among the retired aged, 
the totally disabled, and widows with dependent children. 
No means test would be used. Supporters of this plan 
would use it to replace the present Old-Age and Survivors 
Insurance program and much public assistance. 

The economic problems of such a system as this are 
obvious; not only benefits might vary at monthly inter- 
vals, but prices would probably rise. Most evident, how- 
ever, is the moral side of this issue; the aged, disabled, 
and widowed would all be living on the income of others. 
The healthy and employed population would be turning 
over its potential savings to a compulsory charity with 
equal benefits for retired bank presidents and cleaning 
women and would be paying higher prices in order to do 
so. Obviously, contemporary Townsendism, by that 
name, is not the answer. We laugh at it as others laughed 
at Townsend and his followers less than 20 years ago. 
But what we fail to realize is that a twin brother to the 

Trustee of the American Medical Association and Chairman of Com- 
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Townsend plan may actually be just around the corner 
under the guise of social security extension. The report 
“Social Security Financing” recognizes these drawbacks 
but says that the plan may continue to have its advocates 
as long as the Old-Age and Survivors insurance system is 
less than complete in coverage. But this very effort to 
bring about complete coverage may actually produce a 
Townsend plan. Movements to extend OASI further 
seem definitely close at hand. Why is this, and what is 
the answer? 


ELECTORATE IS AGING 


Between 1930 and 1934, the year Dr. Townsend made 
his proposal, first graders had decreased from 3.3 to 
2.5% of the total United States population. The older 
generation was staying alive and healthy, and with the 
birthrate on the downgrade the possibility was strong 
that the old would become preponderant. Since that time 
the number of the nation’s school children has increased, 
as today’s crowded schools testify, and children are con- 
tinually having better and better chances of living through 
childhood diseases; likewise, the older generation is 
benefiting from improved medical care. Middle-aged 
men and women are surviving the attacks of influenza, 
pneumonia, and tuberculosis that were fearfully fatal to 
their parents and grandparents and living until they are 
taken by the typically “older” causes of death, like cancer 
and heart disease. This health progress was obvious in 
1935 and is even more so now; the median age at death 
has risen from 30 years in 1900 to 67 today. 

When the age distribution of a population changes so 
radically in such a short time, the shift is potentially 
powerful. It brings a change in the economy of a nation 
as places for retired living grow in size and importance. 
It changes and challenges society as the proportion of 
older persons who must be cared for and kept mentally 
active increases. Furthermore, such a population shift 
can bring about a strong change in the political balance. 
Since 1900 the portion of the electorate 50 years of age 
or older has increased from 24% to 36 or 37%. Is a shift 
of 12 votes in 100 important? Our political friends say it 
is a very large shift. The older persons, of course, retain 
their voting power, and simultaneously they gain more 
leisure time to study political issues and exert political 
power. 

What are we doing for these persons today when we 
give them Old-Age and Survivors Insurance benefits? An 
insurance benefit is psychologically more acceptable than 
charity. But let us examine the facts and see just how 
much of the benefits of this insurance are prepaid in 
premiums. 


Current estimates indicate that only 6 to 20% of 
OASI benefits being paid out today were prepaid by the 
beneficiaries or their employers. If you will, 80 to 94% 
of the cost was not prepaid by the employee and his em- 
ployer before the pension started. Old Age Assistance 
(OAA) is 100% charity. Is it any wonder that OASI 
has not succeeded in displacing OAA as promised when 
the Social Security Act was enacted in 1935? But OAA, 
however, is not the subject of this paper. Cut-rate pre- 
miums were prepaid by those now drawing OASI pen- 
sions. It is like buying a $70 suit for $3.42 or $15.98. Did 
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you pay for it? A self-employed person at age 62, for 
example, brought under OASI in 1951, by paying as 
little as $121.50 in OASI taxes could have provided a 
pension of $80 a month for himself, $40 a month for his 
wife, and $60 a month during the years that she lived 
after his death. An insurance company, on the other 
hand, would want about $23,000 at age 65 for such a 
contract. The difference between $121.50 and $23,000 
is great—a substantial amount to receive in charity from 
persons in all income brackets! And the $80 and the $40 
were increased to $85 and $42.50 by Congress in 1952. 
How much will Congress increase the benefits prior to 
the 1956 elections? The 1960? The percentage of older 
voters is increasing and the votes of the post-World War 
II babies will not arrest this trend for another two 
decades. 

Because the OASI Trust Fund has a “surplus” of 18 
billion dollars, the presidential advisors persuaded the 
President to send a special message to Congress (May, 
1953) requesting postponement of the rise in OASI taxes 
scheduled for Jan. 1, 1954—from 1.5 to 2% by em- 
ployer and employee on salaries up to $3,600. They 
argue that this plan is feasible because there is already 
enough money in the OASI Trust Fund to pay all future 
payments to those now receiving benefits. This “surplus” 
came mostly from payments by younger workers and 
their employers. In truth, it belongs to them. The advisors 
would, in effect, make it even more obvious than ever 
that the older workers will not make more than token 
payments toward their pensions. If you will, the presi- 
dential advisors are not satisfied with a system that is 
only 80 to 94% Townsendism. Apparently they want 
OASI pensions to become pure gratuities from Uncle 
Sam. Gratuity is a harsh word for the old; so is Town- 
sendism for the young. 

If OASI is ever to become equitable, it cannot be put 
on a pay-as-you-go basis—current income equals cur- 
rent outgo. In essence, the present OASI Trust Fund 
compels future congresses to appropriate funds for pen- 
sions; as a compulsory future appropriation the “reserve” 
assures future payments from the fund to those who 
have contributed toward it, but in amounts far in excess 
of their (and their employer’s) contributions. If OASI 
were to be set up on a pay-as-you-go basis, concerned 
only with balancing annual income and outgo, future 
appropriations for these pensions would no longer be 
guaranteed by a “reserve.” The aging of the electorate 
would seem to guarantee that Congress would honor this 
obligation in the future. Putting OASI on a pay-as-you- 
go basis would, however, continue the present inequity 
of forcing the young to pay currently what the old receive. 
We are told that it would merely mean taking money out 
of one pocket and putting it in another. Our answer is 
that the pockets would not be in the same pair of pants. 
What we need is equity between the young and the old, 
not a new fiscal policy for OASI. 

But the moral side of this issue is paramount. Suppose 
that, regardless of the psychological effect on the older 
generation, we propose now to pay OASI benefits out 
of current revenue and to use up the “surplus” in the trust 
fund. In doing so we are forcing on our children the task 
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of paying for our benefits and forcing their children to 
pay for theirs. We are extending indefinitely the task of 
paying more and more taxes for old-age support, since 
the burden of payment will increase as the number of 
persons over 65 and the length of time they live beyond 
65 increase with health progress. Between 1935 and 
1950 the population of the United States increased 18%, 
while the population 65 and over increased 57%. With 
beneficiaries continuing to live longer, contributors will 
soon pay such taxes that they will have no hope of ever 
saving toward retirement. This is a morally unsound 
state. It is like presenting a newborn baby with the 
obstetrician’s bill. It is like trying to bring everyone’s 
income up above the average. It puts us on a treadmill 
of time. We who are now past 50 rob workers under 50. 
If they object, we tell them to get even by robbing still 
younger workers. 

It is much too easy to rationalize the postponement of 
our own payments for our children to pay, especially if 
the payments are labeled insurance. But so far several 
groups of self-employed workers have held out against 
being included in Old-Age and Survivors Insurance. The 
American Bar Association, American Dental Associa- 
tion, and American Farm Bureau Federation as well as 
the American Medical Association have gone on record 
as opposing the extension of OASI to self-employed 
farmers and professional persons. They are withstanding 
the pressures to leave the responsibility of their future 
support to their children. On behalf of their members 
they refuse to accept the bait: pension gifts (in install- 
ments) from Uncle Sam of $5,000, $10,000, $15,000, 
or $20,000, depending on the member’s age and his plans 
for retirement. 

PRESIDENT’S ADVISORS 

In his State of the Union Message of Feb. 2, however, 
the President recommended that the “old-age and sur- 
vivors insurance law should promptly be extended to 
cover millions of citizens who have been left out of the 
social security system.” On Aug. 1 he recommended to 
the Congress an extension of coverage based on a report 
filed with the Secretary of Health, Education, and Wel- 
fare by a group of consultants on social security. Their 
plan suggests that coverage be extended to cover about 
10 million more workers. In addition to the state and 
local government workers, farmers and domestic work- 
ers, ministers, home workers, and others who would thus 
be covered by OASI there are about half a million self- 
employed professional persons who would be covered for 
the first time: accountants, architects, chiropractors, 
Christian Science practitioners, dentists, funeral direc- 
tors, lawyers, naturopaths, optometrists, osteopaths, phy- 
siclans, professional engineers, and veterinarians. The 
consultants on social security report that “many if not 
all of these exclusions were made at the request of the 
groups excluded,” but nevertheless recommend that they 
be included in the future. 

One of the main reasons these groups have been oppos- 
ing coverage under OASLI is that they fear the long-term 
results of a trend toward Big Pensions and its sponsor, 
Big Government. When government begins to give re- 
wards for long life to more and more persons, it begins 
an averaging process that eventually destroys individu- 
ality and initiative. Averaging is a traditional tool of 
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socialists. Why save when the government will pay you 
if you live long enough and will pay your wife if you 
don’t? A new meaning is coming to the words “social 
responsibility,” which once meant that conscientious 
citizens would meet the needs of the unfortunate or 
indigent; the phrase soon will mean “individual irrespon- 
sibility,” since the needs of all elderly persons will be met 
by a captive working force of younger taxpayers. The 
sense of one man’s helping another will pass entirely if his 
major contribution to his fellow men is made through 
involuntary plans that theoretically insure him. A basic 
humanity requires that persons be responsible for one 
another—not that government tax Peter to pay Paul. 

Obviously the medical profession can never approve 
of a federal, compulsory OASI system. Once Big Govern- 
ment produces compulsory pensions and theoretically 
similar minimum standards for all, it will attempt to 
bring standard health care to all. The pressure for com- 
pulsory health insurance follows in the wake of com- 
pulsory pensions. In this Congress more than 70 bills 
have been introduced to extend OASI and a large pro- 
portion of them deal with health benefits. Under all 
these schemes physicians would, in effect, become em- 
ployees of the federal government by virtue of their 
absorption into the administration of the health benefits 
program. 

Perhaps, among all the professional groups, physicians 
are the most allergic to federal domination because they 
have felt the hot breath of eager bureaucrats. Having 
failed to socialize us by frontal attack, they now seek to 
reach their objective by adding health benefits to the 
social security system on the one hand and federal sub- 
sidies to the voluntary health insurance system on the 
other. 


CHANGES REQUIRED TO FORESTALL TOWNSENDISM 

What, then, is the answer? Changes have been sug- 
gested by one of the authors (Dr. Dickinson) for the 
existing OASI system that would make it more sound, 
both economically and morally, as well as significantly 
lessening the danger of its mushrooming into an ever- 
larger welfare-state program. These proposed changes 
are not in accord with the present Chamber of Com- 
merce policies. His suggested changes are: 

“Three essential reforms of OASI are needed before 
any extension of it is justified. These are: 1. Jump the 
tax rate for employees over 50 years of age from 2% 
(after Jan. 1) to 6% of salary up to $3,600 a year. Jump 
the tax from 2 to 4% on those between 35 and 50 years 
of age and leave the rate unchanged at 2% for those 
under 35 years of age. The employer's tax rate would also 
be increased enough to preserve the 50-50 basis of con- 
tributions but should be the same regardless of the age of 
a particular employee. These sharp increases are neces- 
sary if employees, along with their employers, are to 
contribute the full costs of their OASI pensions for most 
of each age group before they retire. 2. Eliminate the work 
rule which prevents a person from drawing his social 
security pension between age 65 and age 75 if he earns 
more than $75 a month. In 1951 half*of the self- 
employed physicians over 64 who retired did so after 
their 74th birthday. Under the present “work rule” they 
would be required to pay taxes but would receive no pen- 
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sion until reaching age 74, that is, those who live that 
long. 3. The extra income derived from these increased 
OASI taxes should be used to buy government bonds in 
the open market and these bonds should be canceled 
forever by the Treasury Department the day they are 
purchased. (Perhaps a small ‘petty cash fund’ might be 
advisable.) Over 5 billion dollars of the government debt 
could thus be retired annually. Similarly the 18 billion 
dollars of government bonds at present in the OASI trust 
fund should be canceled forever. 

“If these three reforms were accomplished, a retired 
person could then accept his OASI pension starting 
promptly at age 65 with the knowledge that he was not 
robbing younger taxpayers, that he had prepaid a good 
share of the cost of his own pension. Most of his OASI 
taxes would have been used to retire the national debt. 
And the national debt is a real burden for the younger 
taxpayers. 

“If the present administration would depart from the 
practice of the last two and call Old-Age and Survivors 
Insurance as now constituted, ‘Old-Age and Survivors 
Charity,’ the iniquities of the present system would be 
clear. Most workers are proud and do not need public 
charity; they would welcome the opportunity to prepay, 
with their employers, the full cost of their pensions. In 
all probability the people are far ahead of Washington 
in this matter of getting rid of the charity features of 
OASI by doubling or tripling the tax rate of the older 
workers.” 

It is especially urgent, however, to recognize that so 
long as this compulsory, federally administered pension 
system exists, the trend toward increased governmental 
responsibility and diminished personal responsibility 
cannot be completely reversed. Nor can any proposed 
changes in the existing system be critically examined 
without an awareness of the political nature of a fed- 
erally administered pension plan whose board of direc- 
tors is the Congress of the United States and whose 
beneficiaries are the older voters of the nation. The pres- 
sure for increased benefits is irresistible in such a system, 


DYING OLD 

This past half-century has brought striking changes 
in our way of life. Transportation improvements have 
made all points closer in distance; radio and television 
have made the nation closer in thought. New methods 
of warfare and defense have been frighteningly evident. 
Yet we have seen a more important development than 
these changes in material things; there has been an up- 
ward-sweeping surge in length of life. Dying old instead 
of dying young presents us with problems of attitude. 

We need to reevaluate our approach toward old age. 
Much current thinking about the aged has dealt with the 
problem of supporting older persons financially. We tend 
to assume that we will always have an increasingly large 
nonproductive group over age 65 who will be dependent 
on social welfare. This shows an unwarranted lack of 
faith in what American medicine and American industry 
can do to develop the potentialities of older persons. 
Medicine’s job is to keep them well enough to enjoy work- 
ing. Industry’s job is to find something useful for them 
to do. We have been encouraged lately to observe posi- 
tive efforts to integrate older persons into our community 
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and business life as productive units rather than merely 
to put them out to graze in ever greener pastures. Private 
enterprise has got to begin to think of methods of solving 
this problem in a private enterprise way. Older persons 
must be given the opportunity to be productive and 
thereby self-sustaining and self-respecting. We should 
not promote a planned old age of meager subsistence. 


Those of us who are benefiting by health progress need ° 


now, more than ever, a moral philosophy to live by. We 
face life with the confidence produced by long life. We 
have faith that we will live to carry out most of our plans 
for our children and to see our hopes for them fulfilled. 
But is our longer lifetime giving us a clearer picture of 
our relationships, or are we closing our eyes to the next 
generation, thinking of our own desires, and losing our 
standards of right? Now as never before it is time to 
search for and cling to moral honesty. We can expect a 
long life. By what kind of social morality will we live? 


COUNCIL ON PHARMACY 
AND CHEMISTRY 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New 
and Nonofficial Remedies. A copy of the rules on which the 
Council bases its action will be sent on application. 


R. T. Stormont, M.D., Secretary. 


Hexamethonium Bromide.—Bistrium Bromide (Squibb).— 
362.21.—Hexamethylenebis(trimethylam- 
monium bromide).—The structural formula of hexamethonium 
bromide may be represented as follows: 


2 Br 


Actions and Uses.—Hexamethonium bromide is similar in 
its actions and uses to the salts of other quaternary ammonium 
compounds, such as tetraethylammonium chloride, which act 
as ganglionic blocking agents. Hexamethonium inhibits the 
transmission of nerve impulses through both the sympathetic 
and parasympathetic ganglia of the autonomic nervous system. 
Interference with the transmission of sympathetic stimuli caus- 
ing vasospasm, particularly in the lower extremities, produces 
increased blood flow and hypotension. Simultaneous inter- 
ference with the transmission of parasympathetic impulses 
produces loss of ocular accommodation, cessation or decrease of 
motility of the gastrointestinal tract, and alteration of bladder 
function. 

Hexamethonium bromide is of limited clinical usefulness 
as a therapeutic and diagnostic agent in the management of 
peripheral vascular diseases. It may be beneficial in the treat- 
ment of thromboangiitis obliterans, arteriosclerosis obliterans, 
arterial embolism, diabetic gangrene, herpes zoster, acute 
thrombophlebitis, Raynaud’s disease, acrocyanosis, trench foot, 
immersion foot, and various causalgias including reflex dys- 
trophy. It may be employed diagnostically in acrovascular 
conditions to estimate the contribution of sympathetic stimuli 
in the production of vasospasm. 

Hexamethonium bromide is also useful in the management 
of selected cases of hypertension. The drug is more effective 
for controlling episodes of severely elevated blood pressure 
than for mild hypertension. It may be helpful when used with 
caution in patients with severe hypertension and cardiac de- 
compensation, but it is not likely to be effective in malignant 
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hypertension with uremia. It should be used with caution, if 
at all, in patients with myocardial ischemia, cerebral ischemia, 
or encephalopathy and renal failure. 

Since hexamethonium is more slowly and less completely 
absorbed by oral administration than by parenteral injection, 
the oral route is not recommended in the therapy or diagnosis 
of peripheral vascular disease. Because larger doses are required 
to produce the effects of the drug by the oral route, the use 
of the bromide salt in hypertension involves the regular occur- 
rence of bromidism, so that it should be administered only by 
parenteral injection. Injections of the drug are not cumulative, 
but tolerance may develop in the management of severe hyper- 
tension. Upon injection, the drug produces its effects promptly 
and these usually persist from four to six hours. Following 
injection, the drug is excreted in the urine, whereas on oral 
administration a large portion passes through the intestinal 
tract in the stool. 

Hexamethonium may produce peripheral circulatory collapse. 
Because of its hypotensive action, it should be employed with 
caution in all elderly patients. and in those with arteriosclerosis. 
Its use is dangerous in patients who have recently lost blood 
because compensatory vasoconstrictor mechanisms are blocked, 
Side-effects occasionally observed include dilatation of the 
pupils, blurred vision, dryness of the mouth, postural faintness, 
transient nausea, vomiting, or drowsiness. Constipation may 
occur in some patients, which often can be managed by the 
concomitant administration of laxatives, repeated enemas, or 
temporary discontinuance of the drug. When the constipation 
is serious, paralytic ileus may result. This may be overcome by 
the oral administration of bethanechol chloride in doses of 
5 to 10 mg. twice daily. Phenylephrine hydrochloride, 2 to 4 
mg. intravenously, may be used to combat profound hypo- 
tension. Small doses should be used because hexamethonium 
increases the sensitivity to vasopressor agents. 


Dosage.—Hexamethonium bromide is administered by paren- 
teral injection intravenously, intramuscularly, or subcutane- 
ously, depending on the rapidity of response desired. To induce 
ganglionic block, 90 to 135 mg. (SO to 75 mg. in terms of the 
ion) is given parenterally as a single dose. Heavier patients 
may require as much as 180 mg. (100 mg. as the ion), but the 
maximum dose should seldom exceed 90 mg. This produces a 
maximum response within a few minutes, which lasts for one 
hour and subsides gradually after four to six hours. 

When repeated doses are necessary, the minimum effective 
dose is repeated every six hours, after meals and at midnight. 
Doses of 90 mg. or more may cause profound postural hypo- 
tension and occasionally a significant reduction in supine blood 
pressure. Patients receiving such doses for the first time should 
be kept in a recumbent position for three hours following the 
initial dose. Upon arising, each patient should be instructed to 
down at the first feeling of faintness. Subsequent doses 
usually do not cause such profound hypotension because of 
vascular adjustments. The initial dose may be given subcutane- 
ously with the patient in a sitting position as an added pre- 
caution. For severely ill or debilitated patients, an initial dose 
of 1.8 to 9 mg. (1 to 5 mg. as the ion) should be used. This 
should be increased gradually, depending upon the response 
of the patient. 

Tests and Standards.— 

Physical Properties: Hexamethonium bromide is a_ white, tasteless, 
crystalline material with a faintly aromatic odor, m.p, 281-286°, when the 
sample is put in the bath at 265°, Hexamethonium bromide is freely 
soluble in methanol and water, soluble in alcohol, and insoluble in ether. 
The pH of a 1% solution is 6.2-7.0. 

Identity Tests: Add 0.5 ml. of diluted nitric acid and 1 ml. of silver 
nitrate T.S. to 1 ml. of a 1% solution of hexamethonium bromide: a 
yellowish precipitate forms which is insoluble in nitric acid but slightly 
soluble in ammonia 1T.S. (presence of bromide). 

Dissolve about 0.25 gm. of hexamethonium bromide in 5 mil. of water, 
and add 15 ml. of alcohol and 15 ml. of neutral sodium perchlorate 
{Add cold sodium hydroxide (100 gm./125 ml. of water) to a cold mixture 
of 300 gm. of 70% perchloric acid and 180 ml. of water, in an ice-bath, 
until the pH of the solution is about 7.0. Dilute the mixture to 500 ml. 
with water.]. Heat the solution On a steam bath to dissolve the 
precipitate initially formed. Cool the solution to about 10° and filter the 
mixture through a sintered glass filter of fine porosity. Wash the pre- 
cipitate with cold alcohol and cold anhydrous ether, and dry at 105° for 
four hours: (Caution! Care should be used in handling the dry material. 


lt may be explosive.) the hexamethonium diperchlorate obtained melts at 
261-265°. 
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Purity Tests: Dissolve about 1.5 gm. of hexamethonium bromide, 
accurately weighed, in 200 ml. of water, add 5 mi. of saturated sodium 
bicarbonate, transfer quantitatively to a 250 ml. separatory funnel, and 
extract with 20 ml. of chloroform. Drain the chloroform layer into a 
125 ml. separatory funnel and repeat the extraction of the aqueous solu- 
tion with two 20 ml. portions of chloroform. Combine the extracts and 
wash them with 10 ml. of water. Filter the chloroform extract through 
a pledget of cotton into a tared 150 ml. beaker and wash the cotton 
with about 5 ml. of chloroform. Evaporate the chloroform on a steam 
bath and place the beaker in a vacuum desiccator for 1 hour: the amount 
of residue is not more than 0.5% (presence of non-quaternary material). 
Dry about 2 gm. of hexamethonium bromide, accurately weighed, in a 
vacuum desiccator over phosphorus pentoxide for 4 hours: the loss in 
weight is not greater than 1.0%. 

Ignite about 2 gm. of hexamethonium bromide, accurately weighed, 
over a low flame, cool the residue, add 1 ml. of sulfuric acid, and 
compleie the ignition: the amount of residue is not more than 1.0%. 

Assay: (Bromine) Accurately weigh about 0.2 gm. of hexamethonium 
bromide and determine the bromine as described in the assay for 
bromide in the U.S.P. monograph for sodium bromide. Each milliliter 
of 0.1 N silver nitrate is equivalent to 0.007992 gm. of bromide and 
0.01811 gm. of hexamethonium bromide. The amount of bromine present 
is not less than 43.0 nor more than 45.2%, equivalent to not less than 
97.5 nor more than 102.5% of hexamethonium bromide. 

(Hexamethonium Ion) Slowly and with constant stirring add 14.5 gm. of 
70-72% perchloric acid to 960 ml. of glacial acetic acid contained in a 
1,000 ml. volumetric flask set in an ice bath and mix well. Slowly add 
24.2 gm. of acetic anhydride with constant stirring. Allow the solution 
to stand for 24 hours. Standardize the acid at 25° against potassium acid 
phthalate in glacial acetic acid (1:40), using 1% crystal violet in glacial 
acetic acid as an indicator and titrating to a blue-green end point. Transfer 
to a 250 ml. Erlenmeyer flask about 0.25 gm. of hexamethonium bromide, 
accurately weighed. Add 50 ml. of acetic acid, 10 ml. of a 2% solution of 
mercuric acetate in glacial acetic acid, and 2 drops of crystal violet 
indicator solution in glacial acetic acid and titrate with 0.1 N perchloric 
acid to a blue-green end point. Each milliliter of 0.1 N perchloric acid is 
equivalent to 0.01012 gm. of hexamethonium ion and 0.01811 gm. of hexa- 
methonium bromide. The amount of hexamethonium ion is not less than 
54.8 nor more than 57.0%, equivalent to not less than 97.5 nor more than 
102.5% of hexamethonium bromide. 

Dosage Forms of Hexamethonium Bromide 

SOLUTION, Identity Tests: To an amount of solution equivalent to about 
0.1 gm. of hexamethonium bromide, add 10 ml. of ammonium reineckate 
T.S.: a pink precipitate with a metallic sheen appears immediately. 

To an amount of solution, equivalent to about 0.25 gm. of hexame- 
thonium bromide, add 15 ml. of alcohol and proceed as directed in the 
identity tests for the active ingredient in the monograph for hexamethonium 
bromide. 

Assay: (Hexamethonium lon) Transfer to a 250 ml. Erlenmeyer flask 
an amount of solution, accurately measured, equivalent to about 0.125 
gm. of hexamethonium ion. Add 50 ml. of acetic anhydride, attach an 
air-cooled condenser to the flask, and reflux for 10 min. Cool to room 
temperature, add 50 ml. of acetic acid, 10 ml. of a 2% solution of 
mercuric acetate in glacial acetic acid, and 2 drops of a 1% solution 
of crystal violet indicator solution in glacial acetic acid, and titrate to a 
blue-green end point with 0.1 N perchloric acid. Each milliliter of 0.1 N 
perchloric acid is equivalent to 0.01811 gm. of hexamethonium bromide. 
The amount of hexamethonium bromide is not less than 95.0 nor more 
than 105.0% of the labeled amount. 


E. R. Squibb & Sons, Division of Mathieson Chemical Cor- 
poration, New York. 
Solution Bisirium Bromide: 10 cc. vials. A solution contain- 


ing 44.75 mg. of hexamethonium bromide in each cubic 
centimeter. Preserved with 0.9% benzyl alcohol. 


Secobarbital Sodium (See New and Nonofficial Remedies 1953, 
p. 259). 

Chemo Puro Manufacturing Corporation, Long Island City, 
N. Y. 


Powder Secobarbital Sodium: Bulk; for manufacturing use. 


Sodium Ascorbate (See New and Nonoflicial Remedies 1953, 
p. 505). 
The Vitarine Company, Inc., New York 

Solution Sodium Ascorbate: 2 cc. ampuls. A solution con- 
taining sodium ascorbate equivalent to 50 mg. of ascorbic acid 
in each cubic centimeter. 5 and 10 cc. ampuls. A solution 
containing sodium ascorbate equivalent to 100 mg. of ascorbic 
acid in each cubic centimeter. All sizes preserved with 0.5% 
chlorobutanol. 
Sodium Sulfacetamide (See New and Nonofficial Remedies 
1953, p. 113). 


Chemo Puro Manufacturing Corporation, Long Island City, 
N. Y 


Powder Sulfacetamide Sodium: Bulk: for manufacturing use. 


153 


REPORTS 


J.A.M.A., Nov. 7, 1953 


OF OFFICERS 


(Continued from page 854) 


REPORT OF THE SECRETARY 


To the Members of the House of Delegates of the American 
Medical Association: 


The Secretary respectfully submits the following annual 

report: 
Membership 

The year ending Aug. 31, 1953, again showed excellent 
progress in the Membership-Subscription Division of the De- 
partment of Records and Circulation. The upward trend in 
the membership income continued through 1952-1953 and 
resulted in revenue of $2,923,625.25 from paid members for 
the first eight months of 1953, as against $2,739,520.00 for the 
first eight months of 1952. The number of paid members in- 
creased by 7,323 for the first eight months of this year. The 
total was 117,063, while in the previous year it was only 
109,740. A breakdown of the membership records as of Aug. 
31, 1953, includes the following types and numbers of 
members. 


Active members exempted from payment of dues... 8,143 


The service member group includes full-time medical officers 
in the United States Army, Navy, and Air Force, and the 
Public Health Service, Veterans Administration, and Indian 
Service. 

During 1953, 2,722 payments were received to cover 1952 
dues, 924 payments to cover 1951 dues, and 334 payments to 
cover 1950 dues. These payments were obtained through letters 
sent directly to the member or through the state and county 
secretaries, who by their tireless efforts have helped bring these 
physicians back into the organization and put their names on 
the membership roster for 1953. Letters have been sent to some 
6,000 members who have not yet paid 1953 membership dues 
calling attention to the fact that their names will be removed 
from the membership roster if payment is not sent within a 
reasonable time. 

The following table shows the number of paid members in 
the states and territories for 1953 and 1952, as of Aug. 31, 
1953. 


1953 195? 
Paid Members Paid Members 


1,204 1,203 
11,377 10,897 
District of Columbia.......... 1,034 942 
Indiana.... 2,824 2,759 
1,447 1,416 
1,308 1,278 
4,099 3,603 
New Hampsbhire................ 393 434 


1953 1952 
Paid Members Paid Members 


4,478 3,923 
6,090 5,553 
556 533 
BOUCHE 807 789 
ns 339 326 
WeSt 1,225 1,211 
21 


In 1953, for the first time, payments of membership dues 
were recorded on the I. B. M. system as the first phase of the 
conversion from the manual system. Plans are now being made 
to expand the use of the I. B. M. system during 1954 to expe- 
dite sending out membership cards at the time dues are re- 
corded. In addition, the records of exempt, associate, and 
service members are being converted to the I. B.M. system to 
facilitate sending membership cards and to speed up the 
tabulation of data. Many problems still confront the Associ- 
ation if membership records are to be accurate and up-to-date. 
The long delay between the time the physician pays his 
American Medical Association dues and the time the dues are 
received at Association headquarters is a major problem. One 
of the main difficulties is in notifying a physician that his mem- 
bership dues are payable. In many states the physician is billed 
in January for his state dues and two or three months later for 
his American Medical Association dues. Where the secretary 
sends a bill for the county, state, and American Medical Asso- 
ciation dues at one time, it generally speeds up the payment 
of dues. The delay in receiving the payments is especially seri- 
ous when it concerns a new member of the American Medical 
Association, as such names can not be placed on the mailing 
list to receive THE JOURNAL or one of the specialty journals 
until payment is received by the American Medical Association. 

Many members have been reported this year as new mem- 
bers with a payment of $25.00 for 1953 dues. A check of the 
records reveals that these physicians had been members of a 
constituent association in 1950 and therefore must pay $25.00 
delinquent dues for that year. County and state secretaries have 
not realized that in taking a new member into the American 
Medical Association it is necessary to collect these old dues. 
It is only after several letters that it is possible to collect the 
back dues, and, in a number of cases, such members will have 
to be dropped at the end of this year if they do not comply 
with the Bylaws. The number of members who have been 
delinquent in the payment of dues for 1951, 1952, and the 
present 1953 has been greatly reduced. Many of the names 
that appear on our 1953 unpaid list turn out to be physicians 
who are in the Service, in residencies, or have left the state 
and joined elsewhere but the state secretaries have failed to 
notify this office. 

Another problem is the variety of membership classifications 
in constituent associations, which causes confusion as to the 
type of membership a physician may hold in the American 
Medical Association and, consequently, the number of members 
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that may be counted for representation in the House of Dele- 
gates. Because the problem arises out of provisions in the 
constitutions and bylaws of the constituent associations, it can 
not be easily or quickly solved. In many states active member- 
ship is given only to physicians in practice. Also in many states 
when a member of the constituent association retires, suffers 
physical disability, or enters on active duty in the Army, Navy, 
or Air Force, his type of membership changes to a category 
that does not give him the right to vote and hold office in the 
constituent association. Such physicians may then be given 
associate membership in the American Medical Association and 
can not be counted in its total of active members. In some 
states, an emeritus or honorary membership is given to some 
physicians at the age of 65 or possibly after 40 years of prac- 
tice, excusing them from payment of local and state dues. 
Such physicians are frequently disappointed to find that they 
must continue to pay dues in the American Medical Associ- 
ation until the January first following their 70th birthday. 
Other states give a junior membership to physicians during the 
first few years of practice as well as to interns and resident 
physicians, but such members are eligible to exemption from 
payment of American Medical Association dues only if they 
are taking postgraduate training within five years of graduation. 

Other sources of misunderstanding are the uses of the terms, 
associate, affiliate, honorary, service, and veteran, to designate 
categories of membership. Physicians holding one of these 
types of membership in a constituent association assume that 
they hold a like-named membership in the American Medical 
Association. If they are exempted from payment of dues in 
their county and state societies, they then think they should be 
exempted from payment of dues in the American Medical 
Association. One of the most misunderstood situations is the 
fact that when a physician is exempted from payment of dues 
he feels he has been exempted from payment for THE JOURNAL 
of the A. M.A. or any publication he may be receiving through 
the benefit of membership. Specific recommendations have been 
made in conferences with officers of one or two state associ- 
ations, and as a result changes are now being made in the 
constitutions and bylaws of those organizations to provide 
active membership for physicians who are eligible for exemp- 
tion from payment of dues. Other states have already made 
changes and in some cases have added new categories of 
membership. A new survey is being made of the constitutions 
and bylaws of constituent associations with respect to provision 
for exemption from payment of American Medical Association 
dues. Further recommendations can be made at the completion 
of the study. 

Subscription and Circulation 


The number of subscribers on the mailing list for THE 
JOURNAL was about the same as in 1952, although many mem- 
bers substituted one of the special publications in place of THE 
JOURNAL. All of the nine special publications showed an in- 
crease in circulation. 

It has been possible during the period of collecting dues 
from delinquent members to maintain the circulation of THE 
JOURNAL at its present level. Every effort was made to collect 
back membership dues rather than to take the name off of the 
membership subscription list without giving the member or 
subscriber every opportunity to pay. In the majority of  in- 
stances, the subscriber finally paid up after he understood the 
situation. 

All of the nine specialty journals showed an increase in 
circulation. While part of this gain is accounted for by the fact 
that physicians substituted one of the special publications for 
THE JOURNAL, On their membership, there was a number of 
new orders from specialists and, most of all, a very high 
renewal average. 

Field Activity 


There have been numerous calls on the Secretary and the 
Assistant Secretary, as in previous years, to attend and partic- 
ipate in meetings of state medical associations and county 
medical societies. Such invitations are greatly appreciated and 
are accepted whenever possible, even though attendance at so 
many entails considerable time lost from work at headquarters. 
An efficient and willing staff, not only in the Secretary’s Office 
but also throughout the various departments, keeps essential 
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routine work well in hand. The Secretary and/or Assistant 
Secretary have also attended and taken part in meetings of 
other organizations with which the American Medical Associ- 
ation maintains cordial relations and have served on commit- 
tees or in an advisory capacity. They have also appeared before 
hearings of congressional committees to present the views of 
the Association with respect to proposed legislation of interest 
to medicine. In addition, an earnest attempt is made to attend 
at least a portion of all meetings of the Association’s own 
committees and Councils. 


Directives of the House of Delegates 


The Secretary has made disposition of resolutions and recom- 
mendations adopted by the House of Delegates at the New 
York Meeting which were not specifically directed to the Board 
of Trustees or stated Councils or committees. 

Resolution on American Medical Education Foundation.— 
The attention of the executive officer of each constituent asso- 
ciation was drawn by letter to this resolution, which recom- 
mended that all state medical associations follow the plan of 
the Illinois State Medical Society whereby a stated sum of 
money is collected from each member and earmarked for the 
Foundation. One reply has been received in the form of a 
resolution which may be introduced at the St. Louis Meeting. 

Resolution on Payment of Back Dues.—This resolution re- 
quested the Association to alter its regulations so that payment 
of membership dues for a current year “without the payment 
of any back dues” would be sufficient for membership in good 
standing of those members of constituent associations who have 
net heretofore paid American Medical Association membership 
dues. The Reference Committee on Amendments to the Consti- 
tution and Bylaws recommended that the resolution and _ its 
report be studied by the state medical associations, and that 
the resolution be considered again at the December, 1953, 
meeting. This was pointed out in a letter to each state asso- 
ciation executive officer. One reply has been received, also in 
the form of a resolution which may be presented to the House. 

Resolution on Expression of Appreciation to Physicians of 
Korea.—This resolution was forwarded to the Korean Ambas- 
sador at Washington, D. C., Dr. You Chan Yang, who replied 
as follows: 

I have your letter of September 2, 1953, with a copy of the resolution 
of appreciation adopted by the House of Delegates of the American 
Medical Association at its annual session held in New York City in 
June and expressing the appreciation of the American Medical Association 
for the physicians of Korea because of their valiant work during the 
communists’ attack on the Republic of Korea. 

Being a physician myself, | am very proud of my American colleagues 
for the beautiful sentiments embodied in the resolution, and I wish to 
take this Opportunity to express my personal gratitude to the members of 
the American Medical Association. 

I am sending your resolution to the Korean Medical Association in 
Korea, and I am sure you will hear from them in the very near future. 

Resolution on Executive Order of President of the United 
States.—This resolution, which recommended the rescinding of 
Section 8 (a) (1) (iv) of Executive Order 10450 dealing with 
security requirements for government employees, was trans- 
mitted to the Special Assistant to the Secretary of Health, 
Education, and Welfare, Dr. Chester S. Keefer, who replied 
that “the matter... has been referred to the Department of 
Justice for consideration and advice,” and that “when definitive 
information has been developed it will be “forwarded” to the 
American Medical Association. No further communication has 
yet been received. 


Resolutions to be Introduced at St. Louis Meeting 

At the time of preparation of this report, four resolutions 
to be presented at the St. Louis meeting of the House of Dele- 
gates have been received by the Secretary. The resolutions deal 
with chiropractic and naturopathic education, principles of 
medical ethics, ethical advertising, and medical school training 
and will be introduced by the delegations from Alabama, lowa, 
West Virginia, and Utah, respectively. 


The Collier’s Article 
The Secretary would like to call to the attention of the 
House of Delegates an incident concerning Collier's magazine, 
which, in its issue of Oct. 30, 1953, published an article entitled 
“Why Some Doctors Should be in Jail.” The writer, Howard 
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Whitman, during his preparation of the article asked the Secre- 
tary for an official statement regarding American Medical 
Association policy with respect to fee splitting, and the state- 
ment was given to him. Unfortunately, when the article was 
published the statement plus a photograph appeared in close 
juxtaposition to the title, leaving the false impression in the 
minds of many physicians that the Secretary had reviewed the 
title and the article and approved them before publication. The 
Secretary wishes the record to show clearly that he never saw 
the article, the title, the illustrations, or the cover page of that 
issue of Collier’s before publication. Had it been submitted to 
him he would have strongly protested. 


In Appreciation 

The Secretary again offers an expression of his sincere grati- 
tude and appreciation for the many courtesies and the kindly 
assistance extended to him by the members of the House of 
Delegates and by the officers and members of official bodies of 
the Association and of the constituent and component sccieties. 
The headquarters personnel, which now totals 823 full-time 
werkers in the office and mechanical departments, deserve a 
word of praise and appreciation for their continued loyal and 
helpful contributions to the administration of the Association’s 
affairs. 

Respectfully submitted, 

GEorGE F. LULL, Secretary. 


REPORT OF THE BOARD OF TRUSTEES 
To the Members of the House of Delegates of the American 
Medical Association: 
The following annual report of the Board of Trustees is 
respectfully submitted. 


(Concluded from page 854) 


The Journal of the American Medical Association 

THE JOURNAL is still maintaining a publication schedule 
which permits the issuance of larger and more complete num- 
bers. While most of the articles are primarily of interest to 
general practitioners, many other statements of particular in- 
terest to specialists are included. There is a limit to the num- 
ber of papers that can be published, but the desires and needs, 
suggestions, and criticisms of the readers are kept uppermost 
in mind as communications are selected for publication. In 
1950 a thorough study was made concerning the editorial 
content of THE JOURNAL. Following this study many changes 
were made, and others will follow as expediency permits. In 
1953 another study was made to encompass editorial and ad- 
vertising problems, and this study also will serve as a guide 
for future plans. 

The circulation, domestic and foreign, of THE JOURNAL is 
steadily increasing, which, while encouraging, at the same time 
increases production difficulties. Perhaps it is not well known 
that there are printed each week approximately 167,000 copies 
even though the cover carries the statement “This issue ex- 
ceeds 150,000 copies.” 

While not all departments have equally large numbers of 
readers, interest in most departments seems to be growing 
yearly. Perhaps the best evidence of this lies in the corre- 
spondence received, the number of times passages are quoted 
and repeated elsewhere, and, of course, the prompt response 
when an error occurs. A new depariment introduced in the 
last several months is “The Leisure Corner,” which is directed 
toward the hobbies of physicians. 

Some of the departments of the Association provide much 
material for THe JOURNAL during a year. In fact, several issues 
are dedicated to special subjects. However, there is a limit 
to the size of a single issue because of mechanical production 
difficulties, mailing, and costs, and it may be necessary to 
consider condensation of some of the special issues. Such 
action cannot be taken lightly, as THE JOURNAL plays an im- 
portant role in the dissemination of such information. An- 
other indication of the role of THE JOURNAL in the activities 
of the Association can be gained from the financial reports 
offered by the Board of Trustees, which reveal the status of 
this periodical as a source of income. 
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The Current Medical Literature section contributes to THE 
JOURNAL weekly 12 to 16 pages of abstracts culled from uni- 
versal medical literature. The material for abstracts is fur- 
nished by some 1,200 publications subscribed to or received 
by the Library of the American Medical Association. An 
attempt is made to report on the most important clinical work, 
research, and biological problems related to medicine and 
which are primarily of interest to the practitioner. The de- 
partment also furnishes abstracts for the A. M. A. Archives 
of Industrial Hygiene and Occupational Medicine. It trans- 
lates foreign letters sent to THE JOURNAL by its correspondents 
in the various countries, business letters, and all foreign cor- 
respondence received by the Association. 

During the first eight months of 1953, the Medical News 
department of THE JOURNAL continued to show an increase 
in the number of items published. A survey of the periods 
covered by the past three reports shows that in the first months 
of 1951, 1,457 news items were published; in the analogous 
period of 1952, 1,699, and in 1953, 1,960. A breakdown, pre- 
pared to determine state coverage, reveals that a few states 
have been consistently and regrettably unproductive of news. 
Obviously, either nothing of importance ever happens in these 
states or they are too modest or indifferent to report their 
activities through the available channels of communication. 
Special efforts will be made through the coming year to en- 
courage and increase the news items from these states. The 
number of obituaries published has also steadily increased, as 
have the clippings disseminated to various individuals and 
departments in the organization, and the requests by telephone 
and letter for information on a great variety of subjects. The 
increased use of photographs of hospitals, medical head- 
quarters, university projects, etc., has added to the interest and 
effectiveness of the pages. 

The Queries and Minor Notes department of THE JOURNAL 
received more inquiries than in any previous year. The num- 
ber of letters received during the first nine and one-half 
months of 1953 is approximately 1,800, which if projected 
over a 12 month period should be more than 2,400. This com- 
pares with 1,100 inquiries in 1949, 2,100 in 1951, and 2,200 
in 1952. Another indication of the growing interest in this 
section of THe JOURNAL is the number of letters commenting 
on the Queries and Minor Notes published. While not all of 
these appear in THE JOURNAL, many are published. For ex- 
ample, in 1951 approximately 70 appeared in THE JOURNAL 
pages, in 1952 there were 80 published, and in the first eight 
months of 1953 there were 70. Volume III of “Selected Ques- 
tions and Answers” is out of print already. Six thousand 
copies were sold and many orders were received that could 
not be filled. While there have been numerous requests for 
volume IV, plans for issuing this volume have not yet been 
made. 

Specialty Journals 


On Aug. | Mr. Gilbert S. Cooper became Managing Editor 
of the Specialty Journals. He formerly was Director of Sales 
for the Blakiston Book Company. He has had broad experi- 
ence in the selection and training of personnel, the develop- 
ment of production programs, and editing and sales. His 
special training and knowledge will be directed toward making 
the Specialty Journals even more helpful to more physicians as 
economically as possible but within the boundaries of good 
publishing. 

The Specialty Journals department is now undergoing in- 
tensive study and analysis with the intention of making it a 
commercial operation with respect to manpower requirements, 
method improvement, and production and cost controls, This 
does not imply that the department is motivated by the desire 
for profit. It Goes mean that it seeks to operate within such 
limits as to provide for production and overhead costs, with 
consideration for depreciation of equipment which will need 
repair and possible replacement. 


METHODS IMPROVEMENT 
A review of operating procedures is a continuing function 
of good management. Supervisory personnel of the Specialty 
Journals will be prepared to observe procedures under the 
Managing Editor’s control with such critical attitude that 
details without purpose and, therefore, unnecessary, will be 
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eliminated. He will look at other details with intent to com- 
bine them to reduce handling, and rearrange for better 
sequence. Wherever possible, he will be expected to simplify 
details so that they are more easily performed. 

There is a very close relationship between office pro- 
duction and methods improvement. A close study of Specialty 
Journal activity, from receipt of manuscript to the release of 
a journal issue, will result in a realistic publication schedule. 
Necessary adjustments both in schedule and in sequence of 
Operations will work toward a superior control. The im- 
portance of this phase of publishing cannot be overemphasized. 
A guaranteed release date for each issue has a desirable effect 
upon the subscriber and advertiser, and has a tendency to 
attract both. Constant attention to this matter is essential and 
will be encouraged. 

Cost CONTROL 

This department is interested in breaking down production 
costs on the basis of the following factors for each issue: 
(1) text section: composition, author alterations, engravings, 
printing—text, paper—text, cover—presswork and_ binding, 
cover—stock, printing of special inserts, stock for special 
inserts, inserting, and (2) ad section: composition, printing 
black form, printing color form, paper for ad section, and 
number of inserts and cost. 

During the first nine months of 1953, the Specialty Journals 
have published 605 original articles, 30 progress reports or 
general reviews, 145 case reports or clinical notes, and 19 
editorials. Accepted articles waiting publication: surgery 43, 
pathology 25, otolaryngology 52, ophthalmology 29, neurology 
and psychiatry 21, internal medicine 42, industrial hygiene 33, 
dermatology and syphilology 73, and diseases of children 42. 
The total of all unpublished articles for all Specialty Journals 
is 400. It is anticipated that 266 more papers covering articles, 
progress reports, general reviews, case reports, clinical notes, 
and editorials will be published during the remainder of 1953. 

Circulation figures for all nine Specialty Journals show an 
increase, as of Aug. 31, 1953, over 1952. Archives of Surgery 
has increased 440; Archives of Otolaryngology 90; Archives 
of Dermatology and Syphilology 282; Archives of Industrial 
Hygiene and Occupational Medicine 95; Archives of Pathology 
136; Archives of Internal Medicine 374; Archives of Ophthal- 
mology 245; Archives of Neurology and Psychiatry 203; 
American Journal of Diseases of Children 262. For all Spe- 
cialty Journals the total increase has been 2,127. 


Standard Nomenclature of Diseases and Operations 


The Editorial Advisory Board for the fifth edition of “Stand- 
ard N lature of Diseases and Operations” met on March 
7, 1953, and 23 working committees were appointed. These 
committees are composed of leaders in their respective fields, 
who will work in ciose collaboration with the editors in mak- 
ing consistency changes, deletions, and additions. Scientific 
knowledge gained in the interim between publications requires 
many changes in the scientific material presented. The working 
committees approve or disapprove of these latter changes. 

In November, 1952, and March, 1953, standard nomen- 
clature was taught at five-day institutes for medical record 
librarians, sponsored jointly by the American Hospital Asso- 
ciation and the American Association of Medical Record 
Librarians. The nomenclature institute teaching was under the 
direction of the associate editor, Mrs. Adaline C. Hayden. 
Standard nomenclature classes were also taught by Mrs. Hay- 
den at meetings and local institutes in New York, Indiana, 
lowa, and Massachusetts. Through these mediums approxi- 
mately 1,000 record librarians have received instructions in 
the use of nomenclature. A special course in standard nomen- 
clature sponsored by the Committee on Education of the 
Chicago Medical Record Librarian’s Association was con- 
ducted at weekly intervals covering a period of nine weeks 
during April, May, and June, 1953. 

The nomenclature is now being used by 74.5% of the hos- 
pitals in this country and has a considerable foreign distribu- 
tion. Approximately 2,300 nomenclature queries have cleared 
through the Association’s headquarters office during the past 
Vvear. 
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Quarterly Cumulative Index Medicus 

Volume 50 (July to December, 195i) of the Quarterly 
Cumulative Index Medicus was published in June, and it is 
anticipated that volume 51 (January to June, 1952) will be 
available by the end of the year, since the editorial work 
was completed in August. Cards for volume 52 (July to 
December, 1952) were all assembled in September, and editing 
of the copy for reproduction of this issue is well under way. 

In the meantime progress has been made in the preparation 
of a third edition of the Quarterly Cumulative Index Medicus 
Subject Headings, which is long overdue, the second edition 
being outdated and no longer satisfactory for use by the 
editorial staff. Because this new edition will entail a number 
of changes, the production of the long-awaited volume 45 
(January to June, 1949) will be undertaken after volume 52 
is processed and before the revision of subject headings is 
adopted. It has been necessary to cut the number of periodicals 
included in this volume and limit its coverage to those which 
are deemed most valuable to users. Although considerable 
objection to this procedure and differences of opinion regard- 
ing the journals selected are anticipated, the decision to curtail 
this issue was made only after careful consideration. 

A reduction in coverage will be noted in volume 50, which 
includes about 1,000 periodicals on the list of those indexed. 
However, this means very little change in the number of 
articles entered, since almost every periodical has increased 
in size during the past few years. At the same time, 21 
journals were added in this volume. Many of those removed 
are available in only a few libraries in this country, and others 
appear so irregularly that they are not dependable. Most of 
them will be reconsidered as soon as improved conditions 
warrant an increase in the number of publications handled. 

In evaluating a periodical for inclusion in the index, the 
following questions are asked: Is the periodical well edited? 
Is it widely read? Is it the official publication of an organi- 
zation of some standing? Does it contain original articles? 
Are they well developed presentations? Do they make a 
contribution to medical knowledge or practice? Are they of 
more than local interest? In addition, there are other criteria 
for publications in related fields or in foreign languages, for 
hospital bulletins, for specialty journals, and others which fall 
into separate categories. 

Beginning with volume 51, a new feature has been added 
to the bibliographic information furnished by the index: 
symbols indicating foreign languages appear at the end of the 
subject entries and of any author entries with titles translated 
into English. This will aid the user in determining immedi- 
ately what language is involved in case this point is not 
apparent from the abbreviation for the periodical cited. 


Library 

In accordance with the plan to build up the book collection 
of the library, especially in certain fields, about 800 items 
were added this year. These are almost entirely recent pub- 
lications acquired by gift or purchase, which bring the total 
collection to approximately 4,065 volumes, including bound 
serials, 

A physical rearrangement of one of the most valuable files 
in the library, the cumulation of entries in the indexes of 
THe JouRNAL, has been accomplished. For convenience, the 
file of authors is in three parts, the first including cards for 
the years 1911-1932, the second extending through 1944, and 
the third beginning with the next year. A separate subject file 
begins with 1911 and extends through 1950, a new file having 
been started in 1951 in order to make the entries for recent 
volumes more accessible. The author and subject cards cover- 
ing book reviews published in THe JOURNAL are contained in 
a special file. The index cards for the 1953 volumes were 
added to these collections as they were prepared in the 
library. 

Requests for periodical loans and package libraries have 
fallen behind the demands of previous years, probably in a 
large part due to the availability of similar services to physi- 
cians locally. These facilities have fortunately improved in 
the last years even for borrowers in rural areas. Although 
the package library service was originally intended for physi- 
cians in such locations, a check of loans for this vear shows 
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that 45% were made to borrowers in cities with over 50,000 
population. The records are naturally influenced by the loca- 
tion of the Association in Chicago, since 98 packages were 
loaned in the city and its suburbs in the first nine months of 
the year. Twenty went to New York City, 8 to Brooklyn, 10 
to Philadelphia, 8 to Los Angeles, 7 to Boston and 11 to 
Memphis, the home of a regular borrower who writes, “If 
the whole medical profession knew about your library, they 
would all be better doctors.” It is gratifying that every state 
is represented, however. 

The periodical loans present a different geographical picture 
because many librarians, knowing the generous resources of 
the library’s periodical collection, borrow for individuals 
whom they serve and because certain physicians make con- 
tinuous use of this privilege. The Chicago area accounts for 
over 15% of the loans, but here again the service reaches 
every state. 

The number of subject headings covered by package library 
loans has increased 15% over last year’s figure of 420. Sixty- 
seven requests were for material on cancer and other tumors, 
66 on ophthalmology, 28 on toxicity of specific drugs, 22 on 
anesthesiology, 18 on alcoholism, and 12 on tobacco. Tuber- 
culosis, poliomyelitis, diabetes, multiple sclerosis, and peptic 
ulcer were the specific diseases that brought the most inquiries. 

In addition to requests for periodical loans and package 
libraries, the library answered about 700 letters involving 
reference work. Mention should also be made of the numerous 
telephone calls and personal inquiries from visitors and the 
headquarters staff. 


Report of Department of Records and Circulation 
DIRECTORY-BIOGRAPHICAL DIVISION 


Work on the 19th edition of the American Medical Directory 
was deferred again during 1953 so that current information on 
the membership status of physicians could be transferred to 
the biographical records. In 1950, the membership structure of 
the American Medical Association was changed, so that a 
physician who was a member of his constituent association 
was no longer automatically a member of the American 
Medical Association. This structural change, the confusion 
resulting from the collection of membership dues through the 
county and state societies, the new types of membership in the 
Association based on the physician’s membership classification 
in his constituent association, and the work of transferring 
the membership records to an I. B. M. system, have been the 
principal factors which have delayed the establishment of 
accurate and current records. In the next edition of the 
Directory, the following types of membership in the American 
Medical Association will be indicated: (1) active membership; 
(2) associate membership; (3) affiliate membership; (4) service 
membership; and (5) honorary membership. 

As of Sept. 1, 1953, biographical information on 31,993 
new physicians has been added to the Directory records, and 
151,503 changes of address have been recorded. Of this num- 
ber, 57,978 were local changes, 92,032 were changes from 
one city to another, and 1,403 were miscellaneous changes. 
Because of death, the names of 14,625 physicians were deleted. 
Before the end of 1953, information cards will have been sent 
to all physicians listed in the biographical records, requesting 
up-to-date information on residence and office addresses, and 
type of practice. According to current plans, the 19th edition 
of the Directory should be completed and ready for delivery 
late in 1954. 

The sale on the 18th edition of the American Medical 
Directory, issued in June, 1950, was 19,540 copies, which 
exhausted the supply of this issue. The final sale on the 1950 
edition compares with a sale of 7,899 copies of the 17th edi- 
tion, published in 1942, and a sale of 7,322 copies of the 
16th edition, published in 1940. The income from the sale of 
the book, from advertising receipts, and particularly from the 
Directory Report Service (a supplementary service furnished 
on a subscription and service-fee basis to large mailers of 
circular material) has helped to defray the expense of main- 
taining the records of the Directory Division. 

The Directory-Biographical Division continues to act as a 
clearing house of information on physicians for most of the 
Councils, Bureaus, and Departments of the Association, as 
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well as for other official bodies, commercial and philanthropic 
organizations, government agencies, and the lay public. During 
the past year, the information section of the Directory Division 
has handled an average of 100 telephone calls a day and more 
than 5,200 mail inquiries during the year concerning physicians. 
In addition, more than 9,000 membership applications have 
been checked for the Secretary’s Office; 5,000 license applica- 
tions have been processed for the Council on Medical Education 
and Hospitals; and 2,200 applications have been checked for 
five of the examining boards in a medical specialty. The divi- 
sion routinely checks information on authors, participants in 
meetings and conferences, prospective advertisers, and corre- 
spondents for various Headquarters’ activities. The Directory- 
Biographical Division, as a part of the Department of Records 
and Circulation, has worked closely during the past two years 
with the Membership-Subscription Division in clarifying the 
location, professional appointments, and membership status of 
physicians. 
MEMBERSHIP AND SUBSCRIPTION DIVISION 

The report on the work of the Membership and Subscription 

Division will be found in the Report of the Secretary. 


Report of Committee’ on Mental Health 

This is the first annual report of the Committee on Mental 
Health since its appointment by the Board of Trustees in late 
1951. Present members of the Committee are Drs. Leo. H. 
Bartemeier, Chairman, Detroit; Lauren H. Smith, Vice Chair- 
man, Philadelphia; Walter H. Baer, Peoria, Il.; Hugh T. Car- 
michael, Chicago; Francis M. Forster, Washington, D. C.; M. 
Ralph Kaufman, New York; Maurice Levine, Cincinnati, and 
Richard J. Plunkett, Secretary, Chicago. 

The establishment of this Committee as a standing committee 
of the Board of Trustees relates historically to the formation 
of a temporary Committee on Mental Health, which was ap- 
pointed by the Board in 1930 and of which the late Dr. H. 
Douglas Singer, Chicago, was Chairman. The temporary com- 
mittee was carried through July, 1933, during which time an 
over-all study of mental health practices in the United States 
was made and a report published in the Proceedings of the 
House of Delegates, 84th Annual Session, Milwaukee, Wis., 
June, 1933. This report covered the general aspects of mental 
health work at that time, such as scope of treatment, preven- 
tive practices in mental illness, relationship between the medical 
profession and lay groups in mental health, organization for 
mental health education, and legal aspects of mental illness. 
The temporary committee recommended that a permanent 
bureau Or committee on mental health be established “to take 
such steps as will enable the profession as a whole to assume 
the leadership in mental health which is its proper responsi- 
bility.” A permanent committee was not formed at that time, 
however. The tremendous extent of the problem became ap- 
parent in the interim and, with the growing recognition of the 
need for closer liaison between psychiatry and general medi- 
cine brought more sharply to attention by experience gained 
in World War II, it became evident that a standing committee 
devoting its efforts only to this field was necessary. 

The first official meeting of the Committee on Mental 
Health was held at Association headquarters in March, 1952. 
At this first meeting officers were elected and an executive 
committee appointed. The Committee gave consideration at its 
first meeting to the many problems which the members felt 
would be of sufficient interest to warrant further study. These 
included: 


. Medical education 
(a) Undergraduate 
(b) Postgraduate 
(c) Special work for persons not in the field of psychiatry 
(d) Relationship of residency training to certifying boards 
. Psychology 
(a) Training of psychologists (how much psychiatric training is being 
given and under what supervision) 
(>) Licensure (certification, which should specify definition and duties) 
Psychiatric units in general hospitals 


. Stimulation of medical students and other personnel (medical) to 
train in the field of psychiatry 

. Improvement of state mental hospitals and private psychiatric 
hospitals 


Laws relating to commitment to hospitals for mentally ill 
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7. Laws relating to special groups (such as sex offenders, those under 
indictment for crime, etc.) 


8. Development of outpatient clinics (mental health clinics) 
9. Research in mental illness. 


The next regular meeting was held on July 10 and 11, 1952, 
at which time Dr. Richard J. Plunkett was appointed as full- 
time secretary with offices to be set up at Association head- 
quarters on Sept. 1, 1952. Dr. Daniel Blain was appointed as 
consultant to the Committee. The Committee has now held 
seven meetings, three in 1952 and four in 1953. 


LICENSURE OR CERTIFICATION OF CLINICAL PSYCHOLOGISTS 


One of the first matters of importance referred to the Com- 
mittee concerned the official attitude of the Association toward 
licensure or certification of clinical psychologists. The Com- 
mittee reviewed a report on this subject which had been pre- 
pared by Drs. Gerty and McKay and Mr. Holloway of the 
Bureau of Legal Medicine and Legislation, and consulted with 
members of other interested groups. The Committee recognized 
the complexity of the problem and with few exceptions agreed 
with the manner in which the problem was presented in the 
body of the “Gerty Report.”” However, inasmuch as the Com- 
mittee felt that clinical psychologists could not in any way be 
qualified by their training and experience to function independ- 
ently as psychotherapists, it recommended that the Association 
adhere to a policy which defines the practice of psychotherapy 
as an integral part of the practice of medicine and that the 
Association present a medical point of view in relationship to 
any attempt to recognize the clinical psychologist legally. 


PSYCHIATRIC COMMUNICATIONS PRIVILEGED 


Because of its importance to psychiatrists particularly, the 
Committee gave consideration to a request for support in a 
situation where a psychiatrist was asked in court to give in- 
formation relating to personal matters that may have been 
disclosed to him by a private patient. The psychiatrist had 
refused to testify before a notary with the conviction that the 
communications between the patient and the psychiatrist were 
or should be privileged. The opinion rendered in this matter 
by Judge Harry M. Fisher in the Circuit Court of Cook 
County, Ill., was believed by the Committee members to be 
of such importance to psychiatrists and physicians with refer- 
ence to the patient-doctor relationship that arrangements were 
made for its publication. This report appeared in the Nov. 22, 
1952, issue of THE JOURNAL. 


MENTAL HEALTH ACTIVITIES OF STATE MEDICAL 
ASSOCIATIONS 


Following a letter survey addressed to state medical associ- 
ations concerning the activities of these associations in mental 
health, the Committee compiled a report for distribution to the 
State associations and included a list of 13 suggested activities 
in which state association committees on mental health might 
take an active interest. They are as follows: 


1. Study of Blue Cross-Blue Shield and other medical service plans to 
determine ways by which these plans may more effectively provide for 
treatment of mental and emotional illness. 

2. Establishment of citizen groups for promotion of mental health 
education services (women’s auxiliaries). 

3. Recommendations to legislatures for increased budgets for mental 
institutions. (The present average is about $2 per patient per day for 
patient maintenance.) It has been demonstrated that this low budgetary 
level is responsible in great part for the present nationwide difficulty in 
properly caring for patients in mental institutions. The Committee on 
Mental Health of the American Medical Association and the American 
Psychiatric Association are both in agreement that budgetary levels need 
to be materially increased. Under present conditions, they should approxi- 
mate a level of $5 per patient per day. 

4. Serving as a central office for dissemination of information on 
programs for mental health to the medical profession and public. 

5. Efforts toward the establishment of psychiatric departments or 
services in general hospitals and increasing other psychiatric services in the 
community. 

6. Recommendations to legislative committees of state medical asso- 
ciations that changes or amendments be made in medical practice acts 
to include mental illness and psychotherapy as being within the legal 
definition and responsibility of the practice of medicine. 

7. Improvement of facilities and level of professional care in state 
institutions for care of the mentally ill. 

&. Establishment of facilities for psychiatric consultation to courts 
and penal institutions. 
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9. Review and sponsorship of legislation for state mental health 
activities relating to problems of alcoholism and addiction. 
10. Sponsorship of improved state laws for commitment to mental 


institutions and provision for and encouragement of voluntary admissions 
to mental institutions. 


11. Sponsorship of programs for postgraduate education of physicians 
in the utilization of psychiatric principles in the practice of medicine. 

12. Sponsorship of programs in psychiatry and mental health in county 
medical society meetings during Mental Health Week in May of each year. 


13. Encourage the setting up of collaborating committees on mental 
health in all county medical societies. 


NATIONAL CONFERENCE ON MENTAL HEALTH 

The Committee has planned, with the responsible officials of 
the American Psychiatric Association, for a conference to be 
jointly sponsored by the American Medical Association and 
the American Psychiatric Association with representatives of 
some 60 or more national organizations that are actively inter- 
ested and working in the field of mental health. This meeting 
will be held on Oct. 24 and 25, 1953, in Washington, D. C. 
The purpose of the conference will be to provide for an inter- 
change of information about organizational activities and to 
promote more effective collaboration among the participating 
organizations. The conference will cover the general topics of 
education in mental health, research in mental health, treat- 
ment in mental illness, and prevention of mental illness. A 
report of the proceedings will be published following the 
meeting. 

SUBCOMMITTEE ON ALCOHOLISM 

In October, 1952, the Committee on Chronic Diseases dis- 
banded its subcommittee on alcoholism, and the problem was 
transferred to the Committee on Mental Health. In June, 1953, 
the Committee met with Drs. Harold W. Lovell, Selden D. 
Bacon, and Marvin A. Block to discuss the setting up of a 
new subcommittee under the Committee on Mental Health. 
The question of what direction the new subcommittee on 
alcoholism should take in relation to medicine as a whole was 
discussed in considerable detail and the objectives tentatively 
outlined as follows: 

1. To promote the inclusion of proper teaching on alcoholism and its 
treatment in the curriculum of medical schools throughout the country; 


2. To promote the establishment of committees on alcoholism in both 
county and state medical societies; 


3. To establish terminology and definition in the field of alcoholism: 


4. To urge medical service insurance companies, the Blue Cross-Blue 
Shield, etc. to accept and treat alcoholism as a disease, giving full coverage 
under present policies as is now done for other diseases, and 


5. Passage of new legislation to get rid of present antiquated laws. 


Following this meeting it was decided that the appointment 
of the new subcommittee should be temporarily deferred until 
the Committee has had opportunity to make several field 
studies of programs in alcoholism that are operating effectively 
within or under the sponsorship of state or county medical 
societies. 

HEADQUARTERS 

Through its headquarters office the Committee has been 
working out means for effective collaboration with other com- 
mittees and bureaus in the aspects of their work that pertain 
to psychiatry and mental health. Useful mutual contacts have 
been established with the Woman’s Auxiliary, Bureau of Legal 
Medicine and Legislation, Bureau of Health Education, Council 
on Medical Education and Hospitals, Council on Physical 
Medicine and Rehabilitation, Committee on Medical Motion 
Pictures, Council on Industrial Health, Bureau of Investigation, 
and Department of Public Relations. 


FUTURE PLANS 

At the present time the Committee is undertaking exploratory 
discussions with the chairman and members of the Central 
Inspection Board of the American Psychiatric Association to- 
ward the formation of plans for a cooperative effort between 
the Committee on Mental Health and the Central Inspection 
Board for the inspection and rating of United States and 
Canadian mental institutions. The Committee feels that such 
a cooperative effort would bring the combined effect of the 
prestige of both the American Medical Association and the 
American Psychiatric Association toward raising the standards 
of care and treatment of patients in mental institutions, which 
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are now in most instances considerably below the standards of 
general hospitals. Certain tentative proposals have already been 
made, but these have not as yet been approved by the members 
of the Central Inspection Board. 


Report of Council on Pharmacy and Chemistry 

The Council on Pharmacy and Chemistry has continued to 
serve the medical profession primarily through its program 
of critical evaluation of new drugs in order to ascertain the 
true value, hazards, and limitations of these agents. There is 
no doubt that the present era in medicine is characterized by 
revolutionary developments in the field of therapeutics. New 
drugs are being introduced at an increasingly rapid rate. Many 
of these new medicinal agents are extremely potent and 
capable of doing more harm than good if administered with- 
out due appreciation of their contraindications or observance 
of necessary precautionary measures. The average physician 
has neither the time nor the facilities to experiment with new 
drugs in order to determine proper indications for use, dosage, 
undesirable side-effects or hazards, and the precautions neces- 
sary to allow for relatively safe use. He must rely on reputable 
sources for complete information in this regard. The efforts 
of the Council to provide authoritative information on the 
proper usage of medicinal agents are being appreciated to an 
ever-increasing extent. 


EVALUATION OF DRUGS FOR ACCEPTANCE 

The drug acceptance program continues to be the major 
activity of the Council. The success of this program is largely 
dependent on those pharmaceutical manufacturers who volun- 
tarily cooperate with the Council by submitting worth-while 
new products for evaluation. The continued expansion of the 
program offers proof of increasing cooperation by the drug 
industry. During the period from Sept. 1, 1952, to Sept. 1, 
1953, there were 282 drug products submitted for acceptance. 
This represented an increase of 82 over the previous year. Of 
all the drugs submitted this past year 37 represented distinctly 
new contributions to the medical armamentarium. This repre- 
sented an increase of eight over the previous year. It would 
thus seem apparent that pharmaceutical firms in general are 
fairly well satisfied with the Council’s rules governing ac- 
ceptance and are not fearful of having worth-while products 
subjected to scrutiny and evaluation by an independent body 
of experts in the field of therapeutics. 

Selection of suitable trade and nonprotected names for new 
drugs is becoming increasingly difficult. Not infrequently drug 
firms approach the Council regarding the acceptability of 
proposed nomenclature for new drugs before such products 
are ready for the market. By collaborating in this manner 
needless embarrassment or delay in acceptance has often 
been obviated. 

The Council has come to depend to an increasing extent on 
consultants in various specialties for advice or assistance in 
resolving many questions relating to the propriety of new 
claims for medicinal agents. The valuable services of these 
consultants has often made it possible for the Council to keep 
pace with the rapid advances that are being made in thera- 
peutics and to expedite the drug acceptance procedure. 


MEETINGS 

The regular activities of the Council, including such matters 
as the consideration of products for acceptance and adoption 
of reports for publication, continue to be conducted through 
the medium of a biweekly confidential bulletin. However, the 
annual meeting of the Council provides an opportunity to 
discuss or review important problems relating to drug therapy, 
to consider modification or extension of activities and proce- 
dures, and to deliberate over the reports received from the 
various standing committees. During the meeting last year 
considerable time was devoted to a discussion of the problem 
of blood dyscrasias resulting from drug therapy and of pos- 

sible means of mitigating this problem. 

CORRESPONDENCE 
Most correspondence deals with matters relating to the drug 


acceptance program and the various publications issued or 
sponsored by the Council. In addition, several thousand in- 
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quiries from practicing physicians pertaining to drugs and 
therapeutics are answered by the Council office each year. 
Requests for information relating to particular drugs or thera- 
peutic procedures are also received from numerous lay and 
professional groups or organizations. Many telephone inquiries 
are answered directly by the Council office staff. 


COLLABORATION 

Every effort is made to provide full collaboration with other 
groups or organizations on matters of mutual interest. In- 
formation is regularly exchanged between the Council office 
and the revision committee of the United States Pharmacopeia 
and National Formulary, the Federal Food and Drug Ad- 
ministration, and the United States Public Health Service. 
Information relating to the nomenclature as well as to the 
tests and standards for new drugs is also exchanged with 
groups or agencies in foreign countries. The program of 
collaboration with the revision committee of the International 
Pharmacopeia on the matter of selecting nonprotected names 
for new drugs has been continued. The Council supported the 
American drug industry in its criticism of the program in- 
volving the international adoption of nonproprietary names 
for drugs and aided in securing the adoption of an acceptable 
revised procedure in this regard. Not intrequently the Council 
office is also requested by other bureaus or departments at 
American Medical Association headquarters to furnish advice 
or assistance in matters involving drugs or therapeutics with 
which they are concerned. 


PUBLICATIONS AND REPORTS 

New and Nonofficial Remedies, an annual publication of 
the Council, appeared in July of this year. N.N.R. contains 
information on the actions, uses, and doses of drugs accepted 
by the Council. The tests and standards for these products, 
which formerly appeared in N.N.R., have now been published 
as a separate volume, Tests and Standards for New and Non- 
official Remedies. This division of the book was undertaken 
so that information of greatest interest to physicians could 
be presented at minimum cost. 

Fundamentals of Anesthesia, a complete revision of the 
1944 edition, is now near the final stages of production and 
should be ready for distribution late in 1953. Manuscripts for 
the present edition were prepared by well-known anesthesi- 
ologists from various parts of the United States. The editorial 
task of integrating these manuscripts into the proposed style 
and outline of the book was supervised by a revision committee 
of prominent anesthesiologists in the Chicago area, 


Glandular Physiology and Therapy, also completely revised, 
should be ready for publication early in 1954, All manuscripts 
are now in the hands of the publisher. 

The Annual Reprint of the Reports of the Council on 
Pharmacy and Chemistry was published in a paper cover at 
Association headquarters this year and may be obtained 
directly from the Order Department. 

Proceedings of the Second Conference on Steroids and 
Cancer, the complete minutes of the last meeting of the Sub- 
committee on Steroids and Cancer of the Committee on Re- 
search, has been lithographed and is available as a paper- 
covered volume from the Order Department at Association 
headquarters. 

COMMITTEE ON PESTICIDES 

This is the fourth annual report of the Committee on 
Pesticides. The following activities were engaged in by the 
Committee during the past year in furtherance of its study 
program on the health hazards of pesticides and related 
materials. 

Educational and Informational Projects—The series of 
Committee reports reviewing medical and public health aspects 
of pesticidal chemicals has been extended to twelve with the 
publication in THE JOURNAL of statements on “Use and Abuse 
of Generic (Coined Common) Names for Pesticides”; “Toxi- 
cology in Medical Curriculum”; and “Health Problems of 
Vaporizing and Fumigating Devices for Insecticides: A Supple- 
mentary Report.” Fifteen thousand reprints of these latest 
reports have been distributed to medical societies, public 
health and regulatory officials, and various other organizations 
and individuals in this country and abroad. 
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An exhibit entitled “Accidental Poisoning in Children” has 
been prepared by the office of the Committee. It illustrates 
typical fatal accidents in children due to drugs, household 
chemicals, and pesticides which were reported to the Com- 
mittee office. The exhibit was originally presented at the 
Annual Meeting in New York in June, 1953, and has been 
subsequently displayed at the annual meeting of the American 
Pharmaceutical Association and the Cleveland Health Museum. 
A pamphlet prepared as a supplement to this exhibit has 
received wide circulation. 

The first in a series of Outlines of Information on Pesticides 
have been developed by the Committee for use as aids in 
teaching. The outlines include a summary description of the 
pharmacological and toxicologic characteristics of various 
groups of pesticidal compounds, data sheets on individual 
pesticidal chemicals, and references to pertinent literature. 

A  Committee-sponsored radio transcription, “Defense 
Against Poisons,” has also been prepared. The program, a 
15 minute dramatization of typical cases of poisoning result- 
ing from the careless use of agricultural or household chemi- 
cals, emphasizes the need for reading and heeding the 
directions contained on the label for such products. This 
transcription is available for use on radio programs sponsored 
by local medical societies. 

A statement on the importance of including information 
on the pesticides in the pharmacology programs of medical 
and pharmacy schools was prepared by the Committee and 
presented at the annual meeting of the American Society for 
Pharmacology and Experimental Therapeutics. 

Investigative and Research Projects —The Committee office 
has been called on to implement a resolution adopted by the 
House of Delegates in December, 1951, concerning the ac- 
cumulation and dissemination of information on potentially 
poisonous household chemical products. A compilation of 
trade names, composition, and labeling of widely distributed 
products in this category was undertaken during the past year. 
Reports of poisoning from mishandling, which appear in the 
literature or are on file at headquarters, are also being com- 
piled. The Secretary represented the Committee at the Con- 
ference on Home Accident Prevention, University of Michigan, 
January, 1953, and on the American Standards Association’s 
Committee on Hazards to Children. 

Criteria for the evaluation of the safety of toxic substances 
for general use have been developed and adopted by the 
Committee on Pesticides. These criteria are presently being 
employed by the Committee as a yardstick on which the 
merits and potential hazards of a new compound or a novel 
method of application of an established substance may be 
measured. Toxicologic data and use factors are the basis for 
these criteria. 

Studies involving the compilation and evaluation of cases 
of injury from pesticides were also continued. Accident reports 
were received from state and local health departments, in- 
dustrial commissions, coroners and medical examiners, physi- 
cians in general practice, and other responsible sources. Special 
studies devoted to compiling cases of injury from insecticide 
residues, vaporizer chemicals, and organic phosphorus in- 
secticides were begun or continued from the previous year. 

Cooperative Projects—The Committee continues to col- 
laborate with other groups and organizations on problems of 
mutual concern. Technical information and other pertinent 
data was exchanged regularly with the California Department 
of Public Health, Federal Food and Drug Administration, 
United States Department of Agriculture, and United States 
Public Health Service. The Committee continued to serve as 
an advisory group to the Interdepartmental Committee on 
Pest Control in the selection of coined common (generic) 
names for pesticides. It adopted the Interdepartmental Com- 
mittee rules for pesticides and mediated the consideration and 
adoption by the Council on Pharmacy and Chemistry of these 
rules which are in conformance with the basic principles 
employed by the Council for the selection of generic names 
for therapeutic substances. The Committee on Pesticides also 
cooperated with the Committee on Accident Prevention of 
the American Academy of Pediatrics in several areas of 
common interest. Liaison was maintained with other scientific 
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groups and academic centers actively engaged in studies on 
pesticides. 

Service Activities—During the past year the Committee 
was asked by public and private agencies to consider and 
render opinion on a variety of medicoeconomic problems in- 
volving the hazardous potentialities of pesticides. Information 
and assistance were provided on many problems. Several 
hundred inquiries on the toxicity of pesticides and other 
chemicals in common use were answered by the Committee 
office staff. Assistance was provided various departments at 
Association headquarters in the preparation of book reviews 
and Queries and Minor Notes, and in the review of manu- 
scripts and advertising on matters involving toxicology. 


REPORT OF COMMITTEE ON RESEARCH 
INVESTIGATIONS UNDER COMMITTEE-SPONSORED CONTRACTS 
These investigations, while sponsored by the Committee on 

Research, have funds supplied to investigators by other 
agencies. 

Investigation of Adjusted Ophthalmic Solutions —The study 
of this problem was conducted under a grant from the Ameri- 
can Pharmaceutical Association. The purpose of the investi- 
gation was to establish the clinical significance of the pH of 
ophthalmic solutions. The final report on this work was pub- 
lished in the Journal of the American Pharmaceutical Asso- 
ciation, June, 1953. 

Pendiomide.—The evaluation of this new ganglionic blocking 
agent in the induction of hypotension during surgery was 
undertaken at the Duke University School of Medicine with 
funds furnished by a grant from Ciba Pharmaceutical Products, 
Inc. 

COOPERATIVE INVESTIGATIONS 

The Committee on Research and its Subcommittee on 
Steroids and Hormones have arranged programs of research 
which pool the resources and experiences of large groups of 
investigators on specific research problems. Cooperative in- 
vestigations of this type are particularly suited to such areas 
of research where single investigators cannot accumulate a 
sufficient number of cases annually to achieve statistical sig- 
nificance for their observations. By strict application of criteria 
for admission of cases to the study and by limitation of treat- 
ment to specified protocols, a relatively high degree of uni- 
formity in diagnosis and treatment is secured for the data 
under analysis. Funds for support of the administration of 
these programs are furnished by the American Medical Asso- 
ciation. The drug products utilized are supplied gratis by 
various pharmaceutical manufacturers. Further support is 
secured by the individual investigator from various granting 
agencies. 

Influence of Steroid Hormones in Cancer.—The Subcom- 
mittee on Steroids and Hormones has continued into the sixth 
year studies of the influence of various hormones on inoperable 
cancer of the breast, genital organs, bladder, and bone. Thy- 
roid cancer has been added to this group under observation 
during 1953. Compounds currently under investigation include 
TACE, methylandrostenediol, stanalone (dihydrotestosterone), 
and two long-acting testosterone esters, testosterone cyclopentyl 
propionate and testosterone phenyl propionate. 

Investigation of Influence of Hormones on Pregnancy Com- 
plicating Diabetes Mellitus —Scheduled for the fall of 1953 
are a series of conferences of study groups of the Subcommit- 
tee on Steroids and Hormones to set up criteria for admission 
of cases and for the establishment of protocols for treatment 
of pregnancy complicating diabetes mellitus. A large group of 
obstetricians have evinced interest in this cooperative study. 
From preliminary estimates approximately 200 cases will be 
available for admission and analysis of data annually. 


EDUCATIONAL AND INFORMATIONAL PROJECTS 
During 1953 questionnaires relating to the extent of research 
activities have been distributed to a randomly selected list of 
11,340 physicians. In addition, similar questionnaires were 
distributed to the military services, Public Health Service, 
Veterans Administration, medical schools, and pharmaceutical 
firms. This material will undergo analysis in the Committee 
office during the latter half of 1953 and early 1954. 
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Publications under auspices of the Committee include: 
Hypoplastic Anemias and Related Syndromes Caused by Drug 
Idiosyncrasy, Edwin E. Osgood, M.D., and Effects of Intensive 
Sex Steroid Hormone Therapy in Advanced Breast Cancer, 
B. J. Kennedy, M.D., and Ira T. Nathanson, M.D. 


GRANTS-IN-AID 


The establishment of the William Volker Fund extends the 
grants-in-aid program of the Committee on Research of the 
Council on Pharmacy and Chemistry into the basic medical 
sciences. When first organized as the Therapeutic Trials Com- 
mittee, and, up to the present, fundamental objectives were to 
stimulate progress in the control and treatment of disease 
through facilitating investigations to establish the usefulness 
of diagnostic, preventive, and therapeutic agents. The William 
Volker Fund is not specifically restricted to grants in special 
fields such as heart disease, cancer, or hypertension. The Com- 
mittee on Research feels that this is commendable, since the 
progress of medical research requires broad investigations in 
all fields of medical endeavor, including the basic sciences. 
This approach should furnish better understanding of the nor- 
mal cell and organ functions than can be secured by research 
directed primarily to departures from the normal processes. 

The Subcommittee on Grants-in-Aid has approved the fol- 
lowing grants since Jan. 1, 1953. Listed after the grants for 
the current year are some grants of previous years made by 
the former Therapeutic Research Committee as well as by the 
Subcommittee on Grants-in-Aid in which an unexpended 
balance remains or the work is not yet completed. 


Grant 75, $500.00 to Dr. Milton M. Ashley, University of Southern 
California, for study of localization of brain tumors and localization of 
intra-abdominal neoplasms. 

Grant 76, $450.00 to Dr. Gordon H. Bryan, Montana State University, 
for assay of cardiotonic drugs by a chick embryo method, part II. 

Grant 77, $500.00 to Dr. Morley Cohen, University of Minnesota, for 
experimental methods of intracardiac surgery under total venous inflow 
occlusion. 

Grant 78, $500.00 to Dr. T. S. Danowski, University of Pittsburgh, for 
Studies of steroid antagonists. 

Grant 79, $350.00 to Dr. Calvin Hanna, University of Tennessee, for 
study of papaverine analogs as long acting coronary vasodilators. 

Grant 80, $400.00 to Dr. Mervyn Gilbert Hardinge, College of Medical 
Evangelists, study time factor for inoculating tumors in animals fed 
poten.tal antineoplastic agents. 

Grant 81, $500.00 to Dr. Walter R. Hearn, Baylor University, for 
iodination of tyrosine peptides. 

Grant 82, $250.00 to Dr. Walter C. Hess, Georgetown University, for 
Stimulation of liver glycogen production by cortisone and other amino 
acids, in particular, glycine. 

Grant 83, $350.00 to Dr. Julius B. Kahn Jr., University of Cincinnati, 
for the development of a method for the separation of veratrum alkaloids 
from biological tissues. 

Grant 84, $500.00 to Dr. F. E. Kelsey, University of South Dakota, 
study metabolism of selenium 

Grant 85, $500.00 to Dr. Matthew N. Levy, Union University, to study 
the effects of sympatholytic agents upon the peripheral vascular system. 

Grant 86, $430.00 to Dr. Ernst Trier Morch, University of Chicago, for 
respiratory acidosis during anesthesia. 

Grant 87, $350.00 to Dr. Wilhelm Raab, University of Vermont, to 
study the effect of sympatholytic drugs upon the pharmacodynamic activity 
of intrinsic myocardial norepinephrine and epinephrine. 

Grant 88, $500.00 to Dr. Irwin H. Slater, University of Rochester, for 
the synthesis of drugs to control or eliminate spasticity following oral 
administration, division of pharmacological testing. 

Grant 89, $500.00 to Dr. Jay A. Smith, Chicago Medical School, to 
study bronchoconstrictor effects of thiamine. 

Grant 90, $500.00 to Dr. William M. Wallace, Western Reserve Uni- 
versity, for the therapeutic evaluation of “BAL” and ‘“Versene’’ in the 
clinical and experimental therapy of lead poisoning. 

Grant 91, $500.00 to Dr. Nicolas T. Werthessen, Southwest Foundation 
for Research and Education, for the examination of relative potency as 
to specific pharmacological effects of various matural and synthetic 
estrogens. 

Grant 92, $500.00 to Dr. William Q. Wolfson, Wayne University, for 
studies on methods and applications of paper electrophoresis and related 
techniques of possible value in clinical investigation. 

Grant 93, $40000 to Dr. Samuel B. Barker, Medical College of Ala- 
bama, to study the influence of thyroid hormone on enzyme systems. 

Grant 94, $300.00 to Dr. Carmen Thomas Bello, Temple University, to 
study effect of veratum alkaloid (Veriloid) with serpentia on hypertensive 
patients. 

Grant 95, $400.00 to Dr. Carl A. Dragstedt, Northwestern University, 
for studies on the cardiac glycosides. 

Grant 96, $400.00 to Dr. Henry Earl Evert, State University of New 
York, to study the oxidation-reduction potential of thyroxine and related 
compounds and its relationship to biological oxidation. 

Grant 97, $300.00 to Dr. Ernest Jawetz, University of California, for 
development of a simple test for bacterial sensitivity to antibiotic com- 
binations, suitable for the clinical laboratory. 
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Grant 98, $300.00 to Dr. Kwang Soo Lee, Jefferson Medical College, 
to study the mechanism of action of digitalis principles. 

Grant 99, $300.00 to Dr. Aaron Bunsen Lerner and Dr. Thomas B. 
Fitzpatrick, University of Oregon, to study the effect of low sulfur diets 
on psoriasis. 

Grant 100, $350.00 to Dr. William T. Newsom, University of Oklahoma, 
for therapy of hyaline membrane disease of newborns and prematures. 

Grant 101, $250.00 to Dr. Ralph W. McKeen, University of Californéa, 
for growth and metabolic studies of Ehrlich’s mouse ascites carcinoma 
cells. 

Grant 102, $400.00 to Dr. J. Alfred Rider, University of California, 
to study cholinesterase activity in patients with peptic ulcer correlated 
with gastric secretory activity. 

Grant 103, $375.00 to Dr. Wayne Rundles, Duke University, study of 
serum proteins in hemopoietic malignancies. 

Grant 104, $300.00 to Dr. Clarence G. Sutherland, University of 
Arkansas, to study the effect of cortisone on ureteral intestinal anastomosis. 

Grant 105, $400.00 to Dr. Daniel T. Watts, West Virginia Medical 
School, to study the effect of histamine and antihistaminic agents on 
respiratory resistance in guinea pigs. 

Grant 106, $500.00 to the University of Louisville, to be divided be- 
tween Dr. Joseph P. Holt for study of venomotor mechanisms in the 
regulation of arterial pressure and Dr. Peter K. Knoefel to study the 
pharmacology of the renal circulation. 

Grant 107, $500.00 to the Michael Reese Hospital Research Institute 
to be divided between Dr. Simon Rodbard for frequency analysis of 
heart sounds and murmurs and Dr. Herta Sorter to study blood chem- 
istry in the aged. 

Grant 108, $600.00 to the University of Texas to be divided between 
Dr. Marian L. Cramer for studies on the mode of action of streptomycin 
and Dr. Lothar L. Salomon for studies on ascorbic acid and cholesterol: 
Their metabolic fate under conditions of ‘Stress.’ 

Grant 109, $800.06 to the University of Washington to be divided 
between Dr. John L. Bakke to study adrenal-thyroid relationships, Dr. 
Donald F. McDonald for experimental nonhormonal chemoinhibition of 
the mammalian prostate: II. human benign prostatic tumors, and Dr. 
H. W. Youngken Jr. for the production of labelled digitalis glycosides in 
digitalis purpurea by the use of C** carboxyl labelled sodium acetate. 

Grant 110, $350.00 to Dr. Arnold D. Welch, Yale University, to investi- 
gate the significance of the carboxyl group of orotic acid in the bio- 
synthesis of pyrimidine-containing nucleotides. 

Grant 111, $500.00 to Dr. Margaret Q. Jenkins, Medical College of 
South Carolina, to study glomerulonephritis in sickle cell anemia. 

Grant 112, $400.00 to Dr. Charles Weiss, Albert Einstein Medical 
Center, to investigate the mechanism of caseation and softening in 
experimental tuberculosis of rabbits. 

Grant 113, $500.00 to Dr. Miriam E. Simpson and Dr. Gertrude Van 
Wagenen, University of California and Yale Medical School, to study the 
effect of gonadotrophins in immature male and female Macaca mulatta. 


Grants from the Brant Fund: 


Brant Grant 3, $350.00 to Dr. G. J. Tarleton Jr., Meharry Medical 
College, for studies on irradiation injury in mice; protection of mice 
against x-irradiation. 

Brant Grant 4, $350.00 to Dr. William H. Olson, Medical Research 
Institute of Michael Reese Hospital, to investigate primary depression by 
insulin of gastric secretion in normal man. 


Grants issued before Jan. 1, 1953: 


Grant 408, $300.00 to Ephraim Shorr, Cornell University Medical 
College, the effect of progesterone on the vaginal smear. 

Grant 454, $50.00 to W. L. Mendenhall and Albert J. Plummer, Boston 
University, the quantitative determination of theophylline. 

Grant 455, $100.00 to Frederick H. Pratt and Marion A. Reid, Boston 
University, the effect of cardiac drugs on the denervated lymphatic heart. 

Grant 499, $200.00 to Joseph Litwins, New York Medical College, the 
chemistry and hematology of blood donars. 

Grant 506, $600.00 to Andrew F. Burton, Howard University, (1) the 
distribution of sulfanilamide in maternal and fetal tissues at various 
Stages of pregnancy and (2) the toxic effects of quinine on the fetus in 
utero. 

Grant 561, $400.00 to G. L. Cantoni, Long Island College of Medicine, 
the mechanism whereby potassium exerts its effect on the intact smooth 
muscle. 

Grant 572, $1,000.00 to C. H. Werkman, Iowa State College Department 
of Bacteriology, the mechanism of action of penicillin and streptomycin. 

Grant 575, $1,000.00 to E. Barrett, L. J. Poo, L. Way and W. Yuen, 
Stanford University School of Medicine, reasons for the differences in 
the effects of various proteins on the rate of growth of the kidney. 

Grant 586, $500.00 to Harold D. Green, Wake Forest College, Bowman 
Gray School of Medicine, the role of the liver and kidneys in shock. 

Grant 587, $500.00 to Richard C. de Bodo, New York University, the 
antidiuretic action of some depressants of the central nervous system. 

Grant 603, $500.00 to Joseph H. Cort, Yale University, the effects of 
chronic stimulation of the autonomic nervous system of normal unanesthe- 
tized animals, 

Grant 607, $200.00 to Boyd Houchin, University of Louisville, the 
qualitative estimation and differentiation of tocopherols in blood of 
patients with congestive heart disease before and after the parenteral 
administration of dl-alphatocopheryl phosphate. 

Grant 612, $500.00 to J. Lerman, Massachusetts General Hospita!, 
therapeutics of hyperthyroidism. 

Grant 613, $400.00 to Eugene P. Pendergrass and Harry P. Schenck, 
University of Pennsylvania, the effects of radiation on the lymphoid 
tissue of the human nasopharynx, 

Grant 614, $500.00 to Richard C. de Bodo, New York University, the 
mechanisms of insulin hypersensitivity. 
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Grant 618, $500.00 to T. T. Chen, State Teachers College, Bemidji, 
Minn., an antibiotic substance which may have therapeutic value with 
respect to protozoan diseases. 

Grant 622, $750.00 to Lester M. Morrison, College of Medical Evan- 
gelists, the role of lipoid metabolism in the pathogenesis of coronary 
artery thrombosis and in atherosclerosis of human subjects. 

Grant 624, $265.00 to S. W. Clausen, University of Rochester, influence 
of coconut milk on the growth and utilization of vitamin A by the rat. 

Grant 627, $500.00 to Janet W. McArthur, Massachusetts General Hos- 
pital, adrenal cortical function in diabetic acidosis. 

Grant 631, $300.00 to C. P. Kraatz, Jefferson Medical College of 
Philadelphia, to determine in dogs whether pyridoxine will antagonize the 
vomiting induced by various types of drug stimulation. 

Grant 632, $500.00 to E. B. Carmichael, Medical College of Alabama, 
meperidine (Demerol) hydrochloride. 

Grant 634, $500.00 to M. H. F. Friedman, Jefferson Medical College 
of Philadelphia, experimental therapy of nonspecific ulcerative colitis. 

Grant 636, $500.00 to R. R. Overman, University of Tennessee, 
mechanisms of ionic imbalance in malaria and associated pathophysio- 
logical states. 

Grant 638, $500.00 to A. H. Schein, University of Vermont College of 
Medicine, uric acid levels in humans. 

Grant 641, $500.00 to Joseph B. Kirsner, Walter L. Palmer, and 
William E. Ricketts, University of Chicago, hepatic disease. 

Grant 642. $500.00 to Robert C. Lowe, University of Oklahoma, hepatic 
metabolism. 

Grant 644, $500.00 to Albert Milzer, Michael Reese Hospital, a survey 
of virus and rickettsial infections in Chicago. 

Grant 645, $400.00 to Stuart Mudd, University of Pennsylvania, the 
cytology of normal and phage-infected cells. 

Grant 646, $500.00 to T. T. Chen, University of Southern California, 
antibiotics produced by protozoa, especially Paramecium, to determine 
their possible therapeutic value. 

Grant 647, $500.00 to Irving Siegel, Chicago Medical School, the 
difference, if any, in the healing of incisions in the pregnant and non- 
pregnant uterus. 

Grant 648, $500.00 to Emmett J. Carmichael, W. H. Johnson and 
FP. A. Key, Medical College of Alabama, toxicity of meperidine (Demerol) 
hydrochloride. 

Grant 652, $500.00 to Robert C. Grauer, Allegheny General Hospital, 
Pittsburgh, sex hormones in mammary cancer. 

Grant 653, $250.00 to Harald Holck, University of Nebraska Foundation, 
liver and detoxification of Nostal in the rat 

Grant 655, $500.00 to S. W. Britton, University of Virginia, adrenal 
glands in maintaining upright position. 

Grant 657, $500.00 to R. Beutner, T. C. Barnes and Jens Christiansen, 
Hahnemann Medical College, (1) drugs and skin healing, (2) toxicity of 
cardiac drugs and (3) Antabuse in alcoholism. 

Grant 658, $400.00 to Joseph B. Kirsner, William E. Ricketts, and 
Walter L. Palmer, University of Chicago, studies on hepatic disease. 

Grant 659, $400.00 to John B. Lambooy, University of Rochester, 
synthesis of 2,3- and 2,6- and 3,5-dihydr 

Grant 2, $500.00 to Percival “te University of Illinois, to investigate 
Stereotoxic apparatus for use on human brains. 

Grant 3, $200.00 to Sumner Kalman, Stanford University, to investigate 
the prolongation of inhibitory effects cf steroids on neoplasms. 

Grant 5, $200.00 to Joseph R. DiPalma, Hahnemann Medical College 
and Hospital, to compare the effects of various compounds against 
quinidine for anti-fibrillatory potency to determine if an effective sub- 
Stitute for quinidine can be found. 

Grant 6, $400.00 to Theodore Koppanyi, Georgetown University, to 
evaluate the effects of intravenous injections of cholinesterases. 

Grant 8, $250.00 to James C. Rice, University of Mississippi, to deter- 
mine the effect of sodium ferricyanide as an antagonist to the action of 
certain musculotropic poisons. 

Grant 9, $500.00 to Miriam E. Simpson and Gertrude Van Wagenen, 
University of California and Yale University, to study the pituitary 
gonadotropins in the Rhesus monkey (Macaca mulatta). 

Grant 10, $500.00 to Clinton H. Thienes, University of Southern Cali- 
fornia, to study the effect of nicotine on the metabolism of the brain. 

Grant 11, $500 to Harold C. Wiggers, Union University, Albany 
Medical College, to investigate the production and study of mitral stenosis 
and/or insufficiency by insertion of substitute plastic valves in dogs hearts. 

Grant 12, $200.00 to Alan D. Bass and Henry DiStefano, State Uni- 
versity of New York, to investigate alterations in tissue nucleoprotein 
patterns following administration of therapeutic agents (e. g. morphine, 
insulin, colchicine). 

Grant 13, $400.00 to Edward L. Corey, University of Virginia, the 
electromyographic study of the human urinary bladder. 

Grant 14, $400.00 to T. S. Danowski, University of Pittsburgh, the 
exploration of the mechanical characteristics and the clinical utility of 
the Alwall-type artificial kidney. 

Grant 15, $400.00 to Andres Goth, Southwestern Medical School of 
the University of Texas, the experimental reevaluation of analeptics in 
the treatment of barbiturate intoxication. 

Grant 16, $400.00 to A. Clark Griffin, Stanford University, to investi- 
gate the alleviation of the symptoms of nitrogen mustards by cystein and 
thiourea. 

Grant 17, $400.00 to Keith S. Grimson, Duke University, to investigate 
the treatment of aneurysms of the aorta. 

Grant 18, $400.00 to Howard L. Holley and James S. McLester, Uni- 
versity of Alabama, to investigate potassium intoxication in cardiorenal 
diseases as a result of using salt substitutes. 

Grant 19, $350.00 to Gene Frederick Lata, State University of lowa, to 
investigate panthothenic acid and the biosynthesis of cholesterol. 

Grant 21, $200.00 to Ethan A. H. Sims, University of Vermont, for 
studies on the inactivation of adrenal cortical steroids by the rat liver. 
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Grant 22, $300.00 to Hans Selye, Institute of Experimental Medicine and 
Surgery Montreal University, to study the pituitary factor which in- 
fluences barbiturate detoxification. 

Grant 23, $300.00 to Thomas G. Morrione, Long Island College Hos- 
pital, Brooklyn, N. Y., to investigate alterations in blood glycogen in 
hepatic disease. 

Grant 24, $§00.00 to Edward L. Maxwell, Alabama State Co'lege for 
Negroes, to investigate production of androgen by the testes of fetuses. 

Grant 25, $400.00 to Dr. Herbert L. Borison, University of Utah, to 
study the site of emetic action of veratrum alkaloids. 

Grant 26, $400.00 to Dr. Clyde W. Phillips, Howard University, to 
study the effect of steroid hormones on the Mann-Williamson ulcer. 

Grant 27, $500.00 to Dr. G. J. Tarleton Jr., Meharry Medical College, 
for permeability studies on irradiated mice; protection of mice against 
x-irradiation. 

Grant 28, $500.00 to Dr. Harold G. Grayzel, Jewish Hospital of Brook- 
lyn, to study the effect of ACTH and cortisone upon the production of 
amyloidosis. 

Grant 29, $300.00 to Dr. Jens A. Christensen, Hahnemann Medical Col- 
lege, to investigate experimental chemotherapeutic tumor response in 
animals after pretreatment with arginase. 

Grant 30, $300.00 to Dr. Robert H. Dreisbach, Stanford University, to 
investigate treatment of poisoning from agricultural chemicals. 

rant 32, $250.00 to Dr. Walter C. Hess, Georgetown University, to 
investigate stimulation of liver glycogen production by cortisone and 
givcine. 

Grant 33, $500.00 to Dr. Alfred G. Lisi, Jefferson Medical College, to 
study the effect of surface active agents (detergents) on nerves as regards 
impulse transmission and demarkation potential. 

Grant 34, $500.00 to Dr. M. Jane Oesterling, Woman’s Medical College 
of Pennsylvania, to investigate oxidation-reduction reactions influenced by 
ascorbic acid. 

Grant 35, $500.00 to Dr. Stelios C. Samaras, Creighton University, to 
investigate marcosis and detoxication in relation to reticuloendothe ial 
system, 

Grant 36, $500.00 to Dr. Ralph I. Dorfman, Worcester Foundation for 
Experimental Biology, to investigate metabolism of adrenal cortical 
steroids by liver tissue. 

Grant 37, $500.00 to Dr. Robert W. Heinle, Western Reserve Uni- 
versity, for clinical and experimental! evaluation of ACTH and cortisone in 
hematopoitic disorders. 

Grant 38, $350.00 to Dr. Ludwik Anigstein, University of Texas, to 
investigate the effect of cortisone and ACTH on murine bartonellosis and 
experimental rickettsial infections. 

Grant 39, $300.00 to Dr. T. S. Danowski, University of Pittsburgh, 
to investigate enhancement of the efficiency of the Alwall type artificial 
k-dney. 

Grant 40. $300.00 to Dr. Leonard P. Eliel, Oklahoma Medical Research 
Institute and Hospital, for a study of the mechanism of action of various 
agents which alter the growth rate of tumor in man 

Grant 41, $300.00 to Dr. George A. Hellmuth, Loyola University, for 
Studies of the formation of spatial vectrocardiographic loops in relation 
to direct and indirect electrocardiography. 

Grant 42, $250.00 to Dr. Howard L. Holley, Medical College of Ala- 
bama, for the study of electrolytes in synovial fluid in the normal and 
arthritic joint. 

Grant 43, $400.00 to Dr. Julius B. Kahn Jr., University of Cincinnati, 
to investigate effects of 2, 3-dimercaptopropanol (Dimercaprol) in the 
metabolism and effects of barbiturates. 

Grant 44, $200.00 to Dr. Kazuo K. Kimura, St. Louis University, to 
investigate structure-activity relationships of synthetic compounds which 
possess curare-like action on striated muscles. 

Grant 45, $250.00 to Dr. David Lehr, New York Medical College, to 
investigate sulfonamide mixture therapy. 

Grant 46, $250.00 to Dr. James W. Mankin, Bowman Gray School of 
Medicine, to investigate the effect of gastric acidity on the absorption of 
quinidine sulfate from the gastrointestinal tract. 

Grant 47, $350.00 to Dr. Lester M. Morrison, College of Medical 
Evangelists, to investigate dietary treatment of coronary atherosclerosis. 

Grant 48, $450.00 to Dr. Benjamin De Boer, University of North 
Dakota, to investigate the action of morphine antagonists on the hyper- 
glycemia produced by morphine and morphine-like compounds, 

Grant 49, $300.00 to Dr. Irwin MacKay Murray, State University of 
New York, to study a method for the quantitative biological assay of 
adrenal cortical hormones. 

Grant 50, $300.00 to Dr. Hugh J, McDonald, Loyola University, to 
investigate ionographic separation and study of blood plasma constituents. 

Grant 51, $250.00 to Dr. R. H. Rigdon, University of Texas, to investi- 
gate effect of Bis on selenium poisoning in rats. 

Grant 52, $300.00 to Dr. Hilton A. Salhanick, University of Utah, to 
study separation and characterization of a potentiating substance for 
progesterone. 

Grant 53, $300.00 to Dr. Leo A. Sapirstein, Ohio State University, to 
investigate d-1 amphetamine in treatment of edema. 

Grant 54, $350.00 to Dr. George H. Scherr, Creighton University, to 
investigate the effect of gonadotropic hormones on systemic histoplasmosis 
in mice. 

Grant 55, $250.00 to Dr. Lawrence J. Schroeder, Wayne University, for 
studies on lathyrism, 

Grant 56, $300.00 to Dr. Lloyd D. Seager, University of Arkansas, for 
a Study of the sensitivity to ultraviolet light produced by stilbamidine. 

Grant 57, $300.00 to Dr. Stuart W. Smith, University of Colorado, 
for studies on the functional relationship between the neurohypophysis and 
the anterior lobe of the hypophysis. 

Grant 58, $500.00 to Dr. John H. Lamb, Oklahoma Medical Research 
Foundation, for the investigation of a group of steroids as antifungal 
agents. 
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Grant 59, $400,000 to Dr. Klaus R. Unna, University of Illinois, to 
investigate action of curarizing agents in myasthenia gravis. 

Grant 60, $350.00 to Dr. John Franklin Van Pilsum, University of Utah, 
io investigate the inhibition of uricase by xanthine. 

Grant 61, $300.00 to Dr. Arnold D. Welch, Western Reserve University, 
to investigate the significance of the carboxyl group of orotic acid in the 
biosynthesis of pyrimidine-containing nucleotides. 

Grant 62, $200.00 to Dr. R. W. Whitehead, University of Colorado, for 
a Study of the effects of ACTH, of cortisone, and compound F on the 
course of poisoning by botulinus and diphtheria toxins. 

Grant 63, $300.00 to Dr. Hans H. Zinsser, University of Southern 
California, for quantitation of sulphur containing amino acids in cystinuria 
by automatic sample collector purchase. 

Grant 64, $400.00 to Department of Pharmacology, Hahnemann Medi- 
cal College to be divided among Dr. T. C. Barnes to study the effect of 
drugs on the electroencephalogram of animals during activation by flashing 
light and Dr. Benjamin Calesnick to study factors influencing cardiac 
conduction. 

Grant 65, $700.00 to the University of Washington, to be divided 
between Dr. John L. Baake, for the study of adrenal-thyroid relationships 
and Dr. Frederick Wirth Maire, to study hemorrhagic pulmonary edema 
produced by hypothalamic lesions. 

Grant 66, $390.00 to Dr. J. C. Hayner, New York Medical College, for 
a preliminary study on the feasibility of building reserves of fetal endo- 
crine material for future implantation, 

Grant 68, $500.00 to Dr. Miriam E. Simpson and Gertrude Van 
Wagenen, University of California and Yale University, to study the 
effect of gonadotrophins in immature male and female Macaca mulatta. 

Grant 69, $500.00 to Dr. Stewart C. Harvey, University of Utah, to 
study the interrelationships of cardiac glycosides and actions and the 
effects of cations on digitoxin uptake of the heart. 

Grant 70, $400.00 to Dr. Robert I. Lowenberg, Yale University, for 
ureteral segments used as arterial grafts. 

Grant 71, $500.00 to Dr. Edwin Sinaiko, Michael Reese Hospital, 
Medical Research Institute, for the formation of an artificial bladder. 

Grant 72, $500.00 to Dr. Julius Pomeranze, New York Medical College, 
for blood volume studies in geriatric subjects. 

Grant 73, $500.00 to Dr. Lawrence H. Rubenstein, Michael Reese Hos- 
pital, for repair of esophageal defects with skin transplants. 

Grant 74, $500.00 to Dr. Allan Hurst, National Home for Jewish 
Children, to study the effect of intermittent positive pressure breathing, 
and breathing exercises on pulmonary function of the asthmatic child. 

Brant Grant 1, $500.00 to Dr. Martin Silberberg, Snodgras Laboratory 
Hospital division, City of St. Louis, Washington University Medical 
School, to investigate the growth of the mammary gland and hemo- 
poietic tissues in mice receiving grafts of anterior hypophyses, ovaries, 
and adrenals. 

Brant Grant 2, $500.00 to Dr. Sydney William Britton, University of 
Virginia Medical School for studies of adrenal involvement in maintenance 
of the upright position. 


Following is a list of the investigations conducted with the 
assistance of grants made by the Committee on Research, 
reports of which were published: 


Little, J. M., and Cooper, C., Jr.: Bioassay Method for Diuretic Sub- 
stances, Federation Proc. vol. 9, March, 1950. 

Goldie, H , Tarleton, G. J.. Ir., and Hahn, P. F.: Effect of Pretreatment 
with Cysteine on Survival of Mice Exposed to External and Internal 
Irradiation, Proc. Soc. Exper. Biol. & Med. 77: 790, 1951. 

Frohman, C. E., Orten, J. M., and Smith, A. H.: Chromatographic 
Determination of the Acids of the Citric Acid Cycle in Tissues, J. Biol. 
Chem. 193: 277, November, 1951. 

Wayne, H., Joyner, J. T., Jr., McCall, W., and Green, H. D.: Influence 
of Hepatic Blood Flow upon Resistance to Prolonged Arterial Hypo- 
tension, Federation Proc. vol. 10, March, 1951. 

Fairbanks, V. F., and Borison, H. L.: Studies on Emetic Action of 
Veratrum Alkaloids in Cats, J. Pharmacol. & Exper. Therap. vol. 103, 
December, 1951. 

Frohman, E. C., Orten, J. M., and Smith, A. H.: Levels of Acids of the 
Citric Acid Cycle in Tissues of Normal and Diabetec Rats, J. Biol. Chem. 
193: 803, December, 1951. 

Borison, H. L., and Fairbanks, V. F.: Nodose Ganglion as Receptor Site 
for Emetic and Vasodepressor Actions of Veratrum, Federation Proc. 
vol. 11, March, 1952. 

Searle, G. W., Hodgins, S. J., Horwitz, S. A., and Wiggers, H. C.: 
Functional! Studies in Dogs with Prosthetic Mitral Valves, Federation Proc. 
vol. 11, March, 1952. 

Borison, H. L., and Fairbanks, V. F.: Mechanism of Veratrum-Induced 
Emesis in the Cat, J. Pharmacol. & Exper. Therap. 105: 317, July, 1952. 
Flesch, P.: Experimental Loss of Hair, J. Soc. Cosmetic Chemists 3: 87, 
August, 1952. 

Litwak, R. S., Gadboys, H. L., Scott, G. B., and Ferrara, J. F.: Surgical 
Approach for stenotic lesions of the Semilunar Valves by Excision and 
Cusp Replacement Under Direct Vision, J. Thoracic Surgery 24: 165, 
August, 1952. 

Hess, W. C. and Shaffran, I. P.: Rate of Absorption and Formation of 
Liver Glycogen by Glycine (19890), Proc. Soc. Exper. Biol. & Med. 81: 
404, October, 1952. 

Flesch, P.: Inhibition of Keratin Formation with Unsaturated Com- 
pounds, J. Invest. Dermat. 19: 353, November, 1952. 

Zierler, K. L., Folk, B. P., and Lilienthal, J. L., Jr.: On the Mechanism 
of Action of a- Tocopheryl Phosphate, with Special Reference to Carbo- 
hydrate Metabolism with Striated Muscle, Bull. Johns Hopkins Hosp. 
92:26, January, 1953. 
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Goldie, H., Tarleton, G. J., Jr., Jefferies, B. R., and Hahn, P. F.: Effect 
of Repeated Doses of External and Internal Irradiation on Structure of 
the Spleen, Proc. Soc. Exper. Biol. & Med. 82: 395, 1953. 

Lange, K., Slobody, L., and Strang, R.: Treatment of Nephrotic Syn- 
drome with Interrupted ACTH or Oral Cortisone Therapy, Proc. Exper. 
Biol. & Med. 82: 315, 1953. 

Silberberg, M., Silberberg, R., and Opdyke, M.: Adrenals and Anterior 
Hypophysis in Leukemogenesis of Mice (20006), Proc. Soc. Exper. Biol. 
& Med. 82: 10, January, 1953. 

Tarleton, G. J., Goldie, H., Jones, A. M., and Moore, G. A.: Radio- 
sensitivity of Free Sarcoma 37 Cells Grown in Peritoneal Exudate of the 
Mouse in Vivo, Federation Proc. vol. 12, March, 1953. 

Karczmar, A. G., Koppanyi, T. and Sheatz, G. C.: Further Studies on 
Intravenously Injected Cholinesterase Preparations, J. Pharmacol. & 
Exper. Therap. 107: 507, April, 1953. 

Koppanyi, T., Karczmar, A. G., and Sheatz, G. C.: Correlation Between 
Pharmacological Responses to Benzoylcholine, Methacholine and Acetyl- 
choline and Activity of Cholinesterases, J. Pharmacol. & Exper. Therap. 
107 :482, April, 1953. 

Silberberg, R., Silberberg, M., and Opdyke, M.: Effects of Anterior 
Hypophysis on Mammary Glands and Adrenals, A. M. A. Arch. of 
Pathology 55:506, June, 1953. 


From an anonymous contributor grants were directed 
through the Committee on Research to the Instituto-Nacional- 


de-Cardiologia, Mexico D. F., Mexico, $1,745.00, and to the 
Robert Miller scholarship fund, $1,500.00. 


Report of Committee on Cosmetics 

This is the fourth annual report of the Committee on 
Cosmetics. During the past year, the Committee continued 
to encourage the scientific approach in the formulation and 
manufacture of cosmetics through proper quality controls and 
thorough laboratory and clinical investigation of new products. 
The essential medium for implementing this aim is the 
Committee’s evaluation program for cosmetics and_ allied 
preparations. All products are evaluated on the basis of data 
on composition, safety, manufacturing controls, and adver- 
tising claims. At the Committee’s direction, toxicity and 
actual use data may also be required. Recently revised copies 
of the Committee’s rules are available on request. 

A number of products have been submitted to the Com- 
mittee during this year for consideration and have success- 
fully met the requirements for acceptance. The majority of 
these products are regular cosmetic items, while a smaller 
proportion include cleansing agents, baby products, and in- 
dustrial protective creams. Descriptive statements of these 
products are published in the report on accepted products 
in THE JOURNAL. Accepted products are privileged to display 
the seal of the Committee, which is similar in design to the 
seals of the scientific councils of the American Medical 
Association. A pamphlet listing all accepted products is under 
preparation for general distribution. 

Another primary aim which this year’s activities continued 
to foster is the promotion of a better understanding among 
the medical profession and the public of the true usefulness 
of cosmetics tempered with a knowledge of their limitations. 
Particular emphasis is given to those cosmetics which under 
some circumstances can be harmful. Manufacturers as well as 
users are urged to exercise proper precautions to insure maxi- 
mum safety and usefulness. 

The dissemination of pertinent information to the medical 
profession and the public is accomplished through the various 
mediums available for this purpose. Reports on timely subjects 
in the cosmetic field are authorized for publication in THE 
JouRNAL and Today’s Health. An extensive inquiry service 
conducted by the Committee office staff also serves as an 
instrument for education. The majority of letters come from 
practicing physicians and the general public on matters of 
safety and usefulness. A large portion of the remaining cor- 
respondence comes from personnel of firms manufacturing or 
distributing cosmetics and allied preparations. 

As in other years, there has been close cooperation be- 
tween the Committee and organizations such as Better Busi- 
ness Bureaus, the Federal Trade Commission, the Food and 
Drug Administration, and newspaper and magazine editors. 
The Committee also functions in an advisory capacity to the 
Council on Pharmacy and Chemistry, the Advertising Com- 
mittee, the Public Relations Department, the Editorial Depart- 
ment, and other groups within the Association where problems 
of mutual interest exist. 
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Report of American Medical Association Laboratories 
CHEMICAL SECTION 


EXAMINATION OF DRUGS FOR ACCEPTANCE BY THE COUNCIL 
ON PHARMACY AND CHEMISTRY 

As in the past years most of the time and effort of the 
Chemical Laboratory’s personnel was directed toward the 
chemical examination of products presented to the Council 
on Pharmacy and Chemistry in its acceptance program. The 
Laboratory's part in the program is to check the drugs for 
identity, quality, purity, and potency. In the case of products 
which are new and will be available on the market for the 
first time, the Laboratory establishes tests for identity, purity, 
and potency to which these drugs must conform as a part of 
the Council’s acceptance program. Tolerances are established. 
These tests and standards are incorporated in monograph 
form and published in THE JoURNAL as portions of the reports 
of the Council on Pharmacy and Chemistry. At the end of 
the year the new monographs are incorporated with other 
standards established in previous years for new and nonofficial 
drugs. This past year, for the first time, the tests and standards 
have been published in a volume separate from New and 
Nonofficial Remedies. The book is entitled “Tests and Stand- 
ards for New and Nonofficial Remedies.” During the past 
year 248 presentations were referred to the Chemical Labora- 
tory by the Council. There were 530 individual items under 
consideration. Tests and standards monographs were estab- 
lished for 30 new drugs and the 49 dosage forms into which 
they were incorporated. 

The Chemical Laboratory staff continued in its advisory 
capacity to the Council on Pharmacy and Chemistry in regard 
to nomenclature and the technical aspects of pharmacy and 
chemistry. The Laboratory cooperated closely with the Com- 
mittee on Publications of the Council in the publication of 
both “New and Nonofficial Remedies” and the separate 
volume “Tests and Standards for New and _ Nonofficial 
Remedies.” 

THE COSMETIC PROGRAM 

Cooperation with the Committee on Cosmetics in its pro- 
gram of cosmetic acceptance has continued as in past years. 
Twenty-eight products have been considered from the chemical 
view. Comments concerning control procedures have been 
forwarded to the Committee. Opinions concerning the actions 
and claims made for the preparations have been referred to 
the Committee for whatever action it deemed advisable. 


COOPERATION WITH OTHER DEPARTMENTS OF THE ASSOCIATION 


The Chemical Laboratory has had occasion during the past 
year to examine products at the request of the Bureau of 
Investigation, the Council on Foods and Nutrition, and the 
Advertising Committee. It has continued to help the Editorial 
Department in regard to chemical and technical statements 
which appear in articles for publication in THE JOURNAL. It 
has assisted the Library in the classification of chemical and 
technical nomenclature for the Quarterly Cumulative Index 
Medicus. It has advised the Advertising Committee at its 
request concerning technical statements on advertising copy 
and on occasion has examined products on its behalf. 


SPECIAL PROBLEMS 


The Laboratory is continuing its study of cigarettes, 
cigarette smoke, and filters which was initiated at the request 
of the Advertising Committee. Two articles were published 
in THE JOURNAL during the past year, one on filter-tip 
cigarettes and the other on low-nicotine content cigarettes. 
Work continued in attempting to improve analytical methods 
and techniques concerned with the chemical problems of 
products under consideration in the Laboratory. 

The Laboratory has answered many letters of inquiry from 
the medical profession concerning those technical matters 
which the Laboratory’s personnel is qualified to consider and 
in several instances has contributed to Queries and Minor 
Notes. It has reviewed for THE JOURNAL about 25 books 
during the past year mostly of a chemical nature but in most 
instances bearing on the field of medicine. 
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MICROBIOLOGIC SECTION 

Since its inception in 1950, the Microbiologic Laboratory 
has continued to enlarge its activities with a view to a com- 
prehensive program oi microbiologic tests and standards. 

The Laboratory has examined approximately 130 products 
submitted for inclusion in New and Nonofficial Remedies. 
Sterility tests were conducted on samples of these products 
in accordance with the methods prescribed by the U. S. 
Pharmacopeia XIV and by the U. S. Food and Drug Ad- 
ministration, as well as by other methods especially applicable 
to the substances under consideration. In addition, procedures 
for the determination of antibacterial activity were employed 
in those instances where such claims were made by the manu- 
facturer. A program for testing the potency of those anti- 
biotics not certified by the Food and Drug Administration is 
now under way. 

Special problems submitted by other departments of the 
Association have also been investigated in the Laboratory. 
These include bacteriological examination of food products, 
evaluation of laboratory equipment, determination of the 
efficacy of devices used in hospital sterilization procedures, 
and classification of streptococci. The Microbiologic Labora- 
tory has served the Council on Pharmacy and Chemistry in 
the preparation of reports for the Council Bulletin, and in 
the revision of sections in “New and Nonofficial Remedies.” 
Numerous inquiries on bacteriological problems from physi- 
cians and the lay public have also been answered. In addition, 
assistance has been given to various departments and Councils 
of the Association in evaluating microbiological data sub- 
mitted in connection with advertising and presentations of 
products. As in the past, publications in the field of micro- 
biology have been reviewed for the Library. 

The Microbiologic Laboratory has as one of its functions 
the examination and evaluation of sterilization procedures 
submitted in presentations of pharmaceutical products for 
Council acceptance. The evaluation of so-called marginal 
methods of sterilization employed for heat-labile products is 
a problem which has been of particular concern, since at 
present there are no adequate test procedures available. A 
program for formulating such test methods has been initiated. 
A tentative guide for the determination of the adequacy of 
“marginal” processings has been drafted and distributed to 
manufacturers, official agencies, and other interested parties. 
It is recognized that, in order to arrive at a test procedure 
which will be bacteriologically sound as well as practical for 
the manufacturer, further revision of the tentative guide is 
necessary. To this end, the Laboratory held a conference in 
August during the convention of the Society of American 
Bacteriologists in San Francisco. Representatives of the 
pharmaceutical and canning industries as well as authorities 
from various academic institutions participated in this meeting. 
The criticisms and suggestions offered will form the basis for 
further investigative work. 


Report of Council on Physical Medicine and Rehabilitation 


PUBLICATIONS 


The Council published the following articles in THe JOURNAL: 
“Power Output of Diathermy Apparatus,” “An Appreciation” 
in which the Council expressed its appreciation to consultants 
who had contributed their services, “Calculators for Applying 
the Ogino-Knaus Theory,” the “Miracle Hearing Aid,” and 
“Minimal Requirements for Acceptable Speech Audiometers.” 
In addition, a pocket-sized instruction card entitled “Artificial 
Respiration” was printed and widely distributed. The 1953 
edition of “Apparatus Accepted by the Council on Physical 
Medicine and Rehabilitation” is scheduled for release in 
October. 

CoUNCIL ADvisORY COMMITTEES 


American Health Resorts —The Advisory Committee on 
American Health Resorts has continued its consideration of 
those institutions requesting listing by the Council. During 
the course of the year, one American health resort center 
was visited by a member of the Advisory Committee and the 
secretary of the Council to discuss problems related to pro- 
viding adequate medical supervision. 
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Audiometers and Hearing Aids.—The Advisory Committee 
on Audiometers and Hearing Aids held its annual meeting in 
August, and representatives of manufacturers of hearing aids 
and audiometers also attended a portion of this meeting. A 
representative of one of the manufacturers of transistors, now 
being used in hearing aids, presented a technical discussion 
on their manufacture and application. The Committee reviewed 
the progress of its Subcommittee, which is formulating a 
revision in the procedure for evaluating the percentage loss 
of hearing. This activity has been carried over from the 
previous year, and because of the many technical questions 
that have arisen in connection with this problem, continued 
study will be necessary before a satisfactory revision can be 
formulated. Twelve hearing aids and three audiometers were 
submitted to the Council for acceptance during the year. 

Education —Because the fostering of the proper use of 
various apparatus and methods in medicine that had a physical 
basis for their action necessitated educational activities directed 
toward physicians and lay therapists, the Council established 
a Committee on Education in 1925. The Council has continued 
its interest in physical therapy education, particularly since 
1929 when the American Physiotherapy Association requested 
the Council to inspect, evaluate, and accept schools of physical 
therapy. Although the Council declined in 1929 to undertake 
the inspection and acceptance of schools of physical therapy, 
it did work with the Council on Medical Education and 
Hospitals and other interested parties to the end that in 1936 
the Council on Medical Education and Hospitals assumed 
this activity, published essentials for the acceptance of such 
technical schools, and initiated an approval program. 

The Council on Physical Medicine and Rehabilitation, with 
the aid of its Advisory Committee on Education, has thus 
continued its interest in education of physical therapists and 
occupational therapists and has continued, at the request of 
the Council on Medical Education and Hospitals, to consult 
with that Council regarding course requirements for the 
training of such personnel. The Council submitted a proposed 
revision of the Essentials of an Acceptable School of Physical 
Therapy to the Council on Medical Education and Hospitals 
during the year. 

Electrocardiographs.—Two electrocardiograph devices were 
submitted to the Council for acceptance. The Committee has 
continued its consideration of minimal requirements for the 
acceptance of vectorcardiograph apparatus. 

Ophthalmic Devices——The Advisory Committee on Ophthal- 
mic Devices has assisted the Council in the consideration of 
two such apparatuses submitted during the year, and has 
advised the Council regarding various special ophthalmic 
devices which do not come within the purview of the ac- 
ceptance program but which are advertised in American 
Medical Association publications. 

Respirators.—The Advisory Committee on Respirators has 
assisted in the consideration of various respiratory devices 
submitted to the Council. It has advised the Council in re- 
lation to manual artificial respiration methods, and members 
of the Advisory Committee have participated in the Council 
exhibit on that subject, which has appeared at a number of 
medical meetings throughout the country during the year. 

Sterility and Fertility—An article on “Calculators for 
Applying the Ogino-Knaus Theory” was promulgated by this 
Advisory Committee, accepted by the Council, and published 
in THe JOURNAL this year. Another article pointing out the 
dangers inherent in the use of certain types of stem pessaries 
was also prepared under the auspices of this Advisory Com- 
mittee and recommended to the Council for acceptance and 
publication. 

Ionizing Radiations—The Council and its Advisory Com- 
mittee on Ionizing Radiations has been concerned over the 
potential hazards involved in the use of x-ray apparatus in 
the fitting of shoes. The Committee is attempting to collect 
data in order to compile and publish a report on this subject. 


PHYSICAL LABORATORY 
Most of the work of the Physical Laboratory has come 
under the following headings: (1) preliminary physical de- 
scription of all apparatus submitted by manufacturers for 
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consideration by the Council; (2) more detailed examination 
of the construction and physical performance of particular 
types of submitted apparatus; and (3) inspection of some kinds 
of apparatus that do not come within the purview of the 
Council but require critical appraisal for the purposes of other 
councils or committees. The first category of 20 items in- 
cluded apparatus like audiometers that must be sent on to 
other more specialized laboratories. The second category of 
71 items reflected especially the current interest in generators 
for stimulating muscles and nerves and apparatus for applying 
shocks to the asystolic or fibrillating heart. The third category 
of 6 items ranged from microscopes to pasteurizers. 

The laboratory staff has begun the statistical study of certain 
audiometric data needed in the revision of the American 
Medical Association method of scoring impairment of hearing. 
The laboratory has also proved useful in preparing scientific 
exhibits such as that on medical uses of the transistor and 
radioactive materials. 

OTHER ACTIVITIES 


Because of certain information regarding gas pressures 
which should be available in resuscitators, the Council again 
reviewed its minimal requirements for the acceptance of 
resuscitators and inhalators, with physicians and other scien- 
tists in the field, as well as the manufacturers of such devices. 

The introduction of ultrasonic generators for use in therapy 
has been noted by the Council. One such device has been 
submitted to the Council for consideration for acceptance. 
The Council is currently collecting data in order to compile 
a statement for publication on this physical agent. 

Approximately 68 pieces of apparatus were submitted to 
the Council in 1953 for consideration for acceptance. Thirty 
pieces of apparatus were reported on in THE JOURNAL as 
accepted. 


Report of Council on Foods and Nutrition 

The Council on Foods and Nutrition, now completing its 
24th year as an integral part of the American Medical Associ- 
ation, has continued to play an important role in shaping 
progressive policies in food and allied industries and in 
publishing sound nutritional information for both the physician 
and the layman. The seal of the Council appearing on special 
purpose foods and in advertising is mute testimony to the fact 
that such foods and advertising have been critically examined 
by the -Council; that the Council has been apprised of the 
manufacturing process employed; that the Council considers 
the food to be wholesome and useful for its stated purpose; 
and that claims made are in keeping with the latest scientific 
evidence or the best available scientific opinion. 


Foop ACCEPTANCE AND ADVERTISING 


The vastly increased interest in foods prepared for use in 
diets of restricted sodium content has occupied a large portion 
of the Council’s time. Many brands of vegetables packed with- 
out added salt have been submitted to the Council and ac- 
cepted. Certain vegetables having a relatively high natural 
sodium content were deemed to be unsuitable for use in 
sodium-restricted diets even though no salt was used in 
processing them. Because of the meager information available 
concerning the natural sodium content of vegetables, the 
Council has secured the cooperation of the packers concerned 
in making an extended study of the variations to be expected 
in sodium content. The accumulation of such data will enable 
the products to be labeled accurately so that the physician 
will be able to incorporate them with confidence in the diets 
of his patients requiring a restricted sodium intake. The pro- 
duction of foods for use in sodium-restricted diets presents 
some problems that have yet to be solved. For instance, the 
removal of most of the sodium from milk also results in 
significant reductions in the amounts of various other essential 
nutrients present in milk. Such a product can no longer be 
called milk, and the Council is justifiably concerned with its 
labeling and advertising. 

The publicity given to the prevalence of overweight in the 
country has resulted in an overwhelming interest on the part 
of the public and the food processors in foods specifically 
designed for use in calorie-restricted and carbohydrate-re- 
stricted diets, particularly those containing non-nutritive 
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artificial sweetening agents. Because of the great number of 
proposed uses for artificial sweeteners in processed foods, a 
special meeting was held on April 9, 1953, at which members 
of the industry presented their views to the Council and a 
group of consultants. After due deliberation, the Council 
decided to include within its acceptance program artificially 
sweetened canned fruits and certain other artificially sweetened 
foods. The Council will not consider a product for acceptance 
merely because it happens to contain an artificial sweetener 
instead of sugar. The product must have nutritional merit and 
be useful. Also the Council emphasized the fact that artificially 
sweetened foods are for use only in special diets and should 
not be used indiscriminately. 

The acceptability of foods containing sorbitol and mannitol 
for use in calorie-restricted and carbohydrate-restricted diets 
is still under consideration, but as of this date no sound 
nutritional reason is seen for the incorporation of these sub- 
stances in such foods. 

The Council continued to examine for acceptance new sub- 
missions of strained and chopped infant foods and other 
eligible special purpose foods, as well as vitamin D fortified 
milks from dairies all over the country. Advertising copy for 
accepted products and educational advertising continued to be 
critically examined. Apparently educational advertising is 
being used more and more extensively as various food 
processors and trade organizations are discovering its effective- 
ness. The Council’s well known prestige in the field of nutri- 
tion has resulted in excellent cooperation from all parties 
concerned—manufacturers, distributors, and trade organiza- 
tions, and their advertising agencies. 


COUNCIL REPORTS 

The Council requested several authorities in the field of 
nutrition to write articles on certain aspects which it was felt 
were of popular interest to both the physician and his patients. 
These articles were all reviewed by the Council and are being 
published in THE JOURNAL as Reports to the Council. 

Four articles already published and the issue of THE 
JOURNAL in which they appeared are as follows: “Physical 
Medicine and Obesity,” Jan. 24, 1953; “Nutrition of Athletes,” 
March 7, 1953; “Disaster Feeding,” April 18, 1953; and 
“Trends and Needs in Nutrition,’ May 2, 1953. Three addi- 
tional articles that have been reviewed by the Council are 
scheduled for publication in THE JOURNAL at an early date. 
One is entitled, “The Story of Kwashiorkor”; another, “Trace 
Elements in Brucellosis”; and the third, “The Psychiatric 
Aspects of Obesity.” 

GOLDBERGER AWARD 

Dr. William H. Sebrell, director of the National Institutes 
of Health, received the third Joseph Goldberger Award in 
Clinical Nutrition at a dinner of the Council in December, 
1952. This award is presented annually on recommendation 
from the Council for outstanding and sustained work in the 
field of clinical nutrition. It consists of a gold medal and 
$1,000 made possible by a grant from the Nutrition Founda- 
tion. Dr. Sebrell’s exceptional work in the field of riboflavin 
deficiency and pellagra prevention with Dr. Goldberger, along 
with his long-continued work in clinical nutrition, was the 
basis for his selection for the award. 

The recipient of this year’s Goldberger Award has not yet 
been chosen. However, it is hoped that the award will be 
presented at either the December, 1953, Clinical Meeting of 
the American Medical Association in St. Louis or at the 
San Francisco meeting in June, 1954. 


OTHER COUNCIL ACTIVITIES 

The Council’s attention was called earlier this year to a 
group of infants with convulsions all of whom had been fed 
a liquid S.M.A. formula from birth or at a very early age. 
In most of the cases the convulsions appeared in infants 
under the age of six months, Cessation of convulsions tended 
to follow a change to standard milk formulas. All reported 
cases occurred after there had been a change in the fat 
composition of the product. The precise explanation of the 
difficulty has not been determined as of the date of the 
writing of this report. However, the product in question was 
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voluntarily and completely removed from the market. It is 
regretable that this was not brought to the attention of the 
Council earlier, and it is hoped that physicians will report 
to the Council at once any suspicious or unusual reactions to 
any food product. 

In cooperation with the Bureau of Health Education the 
Council office supplied source material and reviewed the script 
for a transcription on the history, development, and benefits 
of vitamin D milk. This was a part of a series of transcrip- 
tions entitled, “Yours for Health.” The role of the Council 
in the early recognition and encouragement of the use of such 
a product is brought out. The almost complete eradication of 
rickets today is due in no small part to the widespread use 
of vitamin D milk. If present precautions were to be dis- 
continued, rickets would again become prevalent within a very 
few months. 

In the interest of developing sound eating habits in infants 
and children, the Council issued a statement declaring that 
prepared cereals intended for use in infant feeding would not 
be eligible for acceptance if they contained more than 5% 
added sugar. This statement will be published in THE JOURNAL 
in the near future. The Council is quite concerned about the 
increasingly greater use of sugar in foods prepared for infants 
and children and is watching the matter very closely. 


COOPERATION 

The Council office continues to answer hundreds of in- 
quiries dealing with foods and nutrition from physicians, lay- 
men, and various agencies and other organizations. The 
Council and the Council office has been requested to review 
many articles on nutrition written for popular consumption 
in order to check them for accuracy. Even though the Council 
is not able to do as much of this as it would like, it feels 
that every effort should be made to counteract the mis- 
representations and half-truths about foods and _ nutrition 
appearing in some of the popular press. The prestige of the 
Council in this field and of the Association can do much to 
encourage the dissemination of truthful nutrition information. 

The Council and the Food and Nutrition Board of the 
Nationai Research Council have adopted a joint statement on 
the addition of specific nutrients to foods. This statement 
emphasizes the desirability of meeting the nutritional needs 
of the people by the use of natural foods as far as is prac- 
ticable. However, it endorses the principle of adding specific 
nutrients to certain staple foods for the purpose of correcting 
deficiencies in the general diet and in maintaining good nutri- 
tion of the people as a whole. The following additions are 
recognized as being in the interest of the public health: 
enrichment of flour, bread, corn, and rice, and addition of 
vitamin D to milk, vitamin A to table fats, and iodine to 
table salt. No other fortifications or enrichments are con- 
sidered to be necessary at the present time. 


ORGANIZATION 


The Council was saddened by the sudden death of its 
Chairman, Dr. Philip C. Jeans, on Oct. 22, 1952, while he 
was in Panama on an assignment for the World Health 
Organization. A tribute to him, expressing the sentiment of 
the entire Council was published in the March 14, 1953, 
issue of THe JOURNAL. Dr. Howard B. Lewis, who succeeded 
Dr. Jeans as Chairman, was unable to continue as an active 
member because of a serious illness necessitating his hospitali- 
zation for an indefinite length of time. Dr. James S. McLester, 
often called the dean of American medical nutritionists, ten- 
dered his resignation to the Council at its last meeting. It 
was regretfully accepted; however, he remains an active 
consultant of the Council. Dr. Grace A. Goldsmith of New 
Orleans was selected to complete Dr. Jeans’ unexpired term on 
the Council. Two new members will be chosen shortly to 
fill vacancies created by illness and retirement. Dr. Charles 
Davidson of Boston is at present Chairman of the Council. 

As usual, the services of the Council members were greatly 
in demand, both in this country and abroad. The Secretary 
attended a meeting of the National Food and Nutrition 
Institute in Washington, D. C., in December, 1952, and 
served as chairman of one of the three sessions. He also 
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represented the Association on the Department of Agricul- 
ture’s Food and Nutrition Advisory Committee, which serves 
as an advisory group to the department on research in the 
field of food and nutrition as related to the human welfare. 


APPRECIATION 


The Council wishes to express its appreciation for the 
cooperation and assistance of the Board of Trustees and the 
various departments at Association headquarters and to the 
many experts it has had occasion to consult during the past 
year. 


Report of the Bureau of Investigation 

The year that ended Aug. 31, 1953, was an interesting and 
busy one for the staff of the Bureau of Investigation. The 
primary function of the Bureau as an agency for the collection 
and dissemination of reliable information on quacks, cultists, 
faddists, “patent medicine” sellers, and others engaged in 
pseudomedicine has continued to be the answering of indi- 
vidual inquiries on individual subjects. No less important, 
however, were radio and television appearances, lectures be- 
fore church and civic groups, and exhibits, which were all 
utilized as an effective means to spread the message of the 
Bureau in its fight against quackery. 

This year there was widespread interest in an alleged in- 
jection treatment for cataract. Investigation into the back- 
ground of the principal promoter and a considerable effort at 
cooperation with interested ophthalmologic groups made this 
single subject perhaps the most important one of the rather 
wide variety of subjects dealt with in the day-to-day business 
of the Bureau. That such cooperation resulted in a thorough 
exposure of the essential quackery engaged in by the principal 
was effectively brought out in a special report in THE JOURNAL 
by the Committee on Ophthalmology of the National Research 
Council on June 20, 1953. The principal promoter was, on 
last information, incarcerated in a state institution awaiting 
a hearing for alleged violation of the terms of his parole from 
a sentence involving the forging of narcotic prescriptions. In 
the category of “eye cures,” more than 250 inquiries were 
received. Of these, the great majority were from physicians 
and patients wanting competent information on the fish lens 
protein treatment, because it appeared to be a most welcome 
relief from the prospect of major eye surgery. 

The category that stands first in the volume of current 
inquiries, however, is that of cancer treatments. In the past 
year approximately 650 inquiries were received and handled 
on this subject alone. One of those persons who claim to have 
drug treatments for internal and external cancer suffered a 
major legal setback at the hands of a federal Circuit Court 
of Appeals at New Orleans. The court ruled that a trial judge 
had erred in permitting testimonial-givers to testify as to the 
nature of their disease and its alleged cure by a layman in 
Texas and ordered the judge to issue a decree of injunction 
in favor of the government under the Food, Drug and Cos- 
metic Act. The Koch treatment is, however, the major single 
item inquired about. This nostrum, which has been relabeled 
since the passage of the Durham-Humphrey Amendment to 
the Federal Food, Drug and Cosmetic Act in 1952, is still 
enjoying a considerable vogue among certain classes of people. 
It (“Glyoxylide”) is now labeled as containing one part active 
ingredient to a trillion parts of distilled water. Only recently 
a federal court in Detroit upheld a cease and desist order 
issued by the Federal Trade Commission requiring William F. 
Koch, his brother, and his laboratory to cease advertising that 
their preparations have any therapeutic merit whatsoever. 
Nonetheless, the successor, an organization of ministers, con- 
tinues to peddle the material, and another minister, a pub- 
lisher and radio broadcaster, advertises this and other so-called 
cancer cures as regular features of his monthly magazine, 
“The Defender.” A newcomer on the cancer scene, having a 
South American origin and a Chicago promotion, has had 
the benefit of considerable local newspaper publicity by reason 
of the inquiries of a legislative committee that held hearings 
in Chicago during the past spring. 

Other subjects that had wide interest as far as inquiries go 
were the highly advertised reducing preparations and devices, 
and the advertising institutes, particularly those in western 
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Missouri. Another advertiser, a Denver chiropractor, con- 
tinued, by reason of his national advertising activities, to 
elicit inquiries from those less credulous. He recently invoked 
the technique, so popular recently, of having an alleged Con- 
gressional investigation by a solitary senator of a “plot” by 
the medical profession to keep disabled veterans from having 
the benefit of “free” chiropractic care. 

Vitamin and mineral preparations continue to have wide- 
spread interest. In this field new products have appeared that 
are advertised to the lay public as a means whereby those 
who are underweight may become well-rounded and muscular. 
Of course, many such preparations are sold to the same public 
with slight variation to the effect that they are easy, drugless 
methods of losing weight! 

Next in order of volume of inquiries were the devices sold 
for a variety of purposes. These include the mechanical 
massagers, the machines for diagnosing and treating disease 
as imitations of the “electronic reactions” of Abrams, and 
those that are sold for the purpose of erasing away excess 
fat. It may be of particular interest to note that there were 
only a dozen inquiries on “diabetes cures.” Once this category 
was a major item in point of number of letters received. 
These, however, must be marketed in a rather circumspect 
manner because of the great risk of scrutiny by governmental 
regulatory agencies in the “patent medicine” field. 

The Bureau, in cooperation with the Bureau of Exhibits, 
showed the Mechanical Quackery exhibit at the annual meet- 
ing of the Medical Society of Virginia at Richmond and at 
the Federation of Women’s Clubs in Washington, D. C. 
Valuable assistance was rendered here by the personnel of 
the Public Relations Department. This exhibit was also 
shown at the annual meeting of the Student A. M. A. in 
Chicago. A new exhibit entitled “Fooling the Fat,” which 
contrasts advertising claims for reducing pills, powders, and 
“plans” with the item actually purchased, was shown at the 
Clinical Meeting in Denver, at the Chicago Dental Society 
Midwinter Meeting, and at the Summer Conference of 
Indiana Farm Women at Purdue University, Lafayette, Ind. 

The Director participated in radio programs in Denver and 
in Lafayette, Ind. Television programs were participated in at 
Chicago and Minneapolis, the latter under the auspices of the 
Minnesota State Medical Association. The director also gave 
talks before several organizations, including the Summer 
Conference of Farm Women at Purdue, Ind., the Annual 
Short Course on School and Community Health at Indiana 
University, the Stritch Chapter of the Student A. M. A. at 
Stritch School of Medicine, Chicago, the Hennepin County 
Medical Society at Minneapolis, the Woman's Auxiliary of 
the American Society of Clinical Pathologists, and the Coun- 
cil and House of Delegates of the Arkansas Medical Society 
at Littlke Rock. Talks were also given before service clubs, 
church organizations, and high school classes. 

The Bureau exchanges information with government agencies, 
better business bureaus, radio and television broadcasting 
firms, newspapers, and magazine writers. It also serves as a 
clearinghouse of information for state and local medical 
societies, state medical boards, and health departments. The 
Bureau maintains files on and publishes occasional reports on 
medical impostors in THE JOURNAL. 


Conclusion 
The board will submit a supplementary report at the opening 
session of the House of Delegates covering a few items on which 
complete information is not as yet available. 
Respectfully submitted, 


DwiGcHt H. Murray, Chairman. 
GUNNAR GUNDERSEN, Vice Chairman. 
Epwin S. HAMILTON, Secretary. 
Davip B. ALLMAN. 

F. J. L. BLASINGAME. 

LEONARD W. LARSON. 

THOMAS P. MuRDOCK. 

JaMes R. McVay. 

JULIAN P. Price. 

Epwarpb J. MCCORMICK. 
WaLrTer B. Martin. 
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REPORT OF THE COUNCIL ON MEDICAL EDUCATION 
AND HOSPITALS 


To the Members of the House of Delegates of the American 
Medical Association: 


This report covers the period from Oct. 1, 1952, to Sept. 
30, 1953. 

The major concerns of the Council on Medical Education 
and Hospitals during the past year have been with matters 
referred to it by the House of Delegates, postgraduate medical 
education, foreign medical schools, the first World Conference 
on Medical Education, the survey of medical education, and 
the financial needs of the medical schools. 

The Council has continued the many programs it conducts 
that are aimed at contributing to and stimulating the improve- 
ment of medical education at all levels. These programs include 
the accrediting of educational programs in nine major fields, 
the compilation and dissemination of information and statistics 
concerning medical education and related activities, and con- 
ferring, consulting, and collaborating with a large group of 
agencies, institutions, and organizations that have an interest 
in medical education. 


Matters Referred to the Council by the House of Delegates 

At its December, 1952, meeting, the House of Delegates 
requested the Council to define the distinction between gradu- 
ate and postgraduate education. In response to this request the 
Council has prepared the following definitions: 


Graduate Medical Education consists of those programs pursued by 
persons possessing the degree of Doctor of Medicine which are primarily 
designed to prepare them for entrance into a specific field of medicine. 
Such programs include all specialty training as well as academic work in 
the clinical and basic medical sciences and may lead to board certification 
or an advanced academic degree. Graduate programs are usually con- 
ducted on a full-time basis over a period of from one to several academic 
years. They are generally of a formal nature as residencies, fellowships, 
preceptorships, or intramural academic work and are generally conducted 
by medical schools, hospitals, or graduate medical schools. 

Postgraduate Medical Education consists of those educational activities 
engaged in by persons possessing the degree of Doctor of Medicine which 
are primarily designed to keep them abreast of their own particular field 
in medicine. Such activities are intended both to refresh the person in 
various aspects of his medical education and inform him of the new 
developments within his field and do not lead to any formal advanced 
standing in the profession. Postgraduate programs may be on a full-time 
Or part-time basis but are usually of relatively short duration, i. e., days 
to months. The organization of these programs may be formal or informal, 
more often the latter. They are conducted in a great variety of forms 
using many methods and techniques. They are sponsored by a diverse 
group of institutions, schools, and organizations. Postgraduate programs 
may also include special training in very narrow fields of medicine, such 
as subspecialties and new areas of study, as well as short basic science 
courses. 


At the June, 1952, meeting, the House of Delegates in- 
structed the Council to undertake an immediate restudy and 
reevaluation of the policy of establishing residencies and 
internships for the purpose of correcting the gross imbalance 
between the large number of established residencies and intern- 
ships and the small number of physicians available to fill them. 
At the same meeting the House of Delegates requested the 
Council to give careful study and consideration as to what 
rearrangements, if any, can be made in the length of certain 
residency programs in the interest of public welfare. At the 
December, 1952, meeting, the House of Delegates referred to 
the Council a resolution from the Section on General Practice 
requesting that until the residency training program in general 
practice has been properly augmented there be fewer approvals 
of specialty residency programs in any hospitals except those 
fully associated with medical schools. 

Since all of these resolutions bore directly on the Council's 
activities in the field of approving hospitals for internship and 
residency training, the Council appointed a special subcom- 
mittee to review carefully the current policies of the Council 
with respect to standards for approved programs and _ the 
Council’s practices with respect to the evaluation of individual 
hospitals seeking approval for internship and residency training. 
The following sections of the report of the subcommittee, 
which are particularly pertinent to the resolutions referred to 
above, may be quoted: 

It was the consensus of the committee that a restudy and re-evaluation 
of the policies relating to iniernships had been accomplished through the 
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completion of the study made by the Advisory Committee on Internships 
and the adoption of the revised Essentials of an Approved Internship. 

It was the consensus of the committee that the restudy and re-evalua- 
tion of policies relating to residency training were being and would be 
constantly evaluated by the conference committees and residency review 
committees which had been and are being established in collaboration 
with the Boards and Colleges. 

The committee was of the opinion that the length and content of 
approved training programs in a specialty are being recurringly evaluated 
by the appropriate conference committee or residency review committee 
and further that the classifying of approved services in terms of number of 
years is necessary in order to provide accurate information for the resident 
in planning his training program. 

The establishment of general practice residencies during the past two 
to three years, from the committee’s point of view, provides adequate 
opportunity for graduates seeking advanced training before going into 
general practice. It was noted that last year approximately 40 per cent 
of these residencies were filled. There would not appear, therefore, to be 
any immediate need for the establishment of additional residencies of this 
type. It was recognized that many graduates intending to enter general 
practice take residency training in internal medicine, obstetrics-gynecology, 
pediatrics or surgery after completing their internship. The number of 
residents in general practice residencies, therefore, is not an accurate 
indication of the number of graduates planning to become family physi- 
cians. While the committee was of the opinion that the development of 
well organized programs preparing a graduate for general practice should 
be encouraged, it did not believe that the number of residencies in the 
specialties could be restricted on this basis. 


The subcommittee was asked by the Council to determine 
whether any special studies over and above those now being 
carried out should be instituted. The committee was of the 
opinion that through the activities of the conference and review 
committees which have been established by the Council in the 
various specialties in which residency training is offered, the 
major problems relating to residency training were being sub- 
jected to continuous scrutiny. After reviewing the subcommit- 
tee’s report, the Council was agreed that it would not be 
advisable to initiate any additional studies of residency training 
at this time since an effective mechanism now exists for re- 
solving such general and special problems related to residency 
training as may be referred to the Council. 

At the June, 1953, meeting the House of Delegates voted 
to abolish the rule (in the revised Essentials of an Approved 
Internship approved by the House of Delegates in December, 
1952) whereby approval may be withdrawn from an internship 
program which for two consecutive years fails to obtain at 
least two-thirds of its stated complement of interns. The Coun- 
cil has taken appropriate note of this action of the House of 
Delegates. 

At the June, 1953, meeting, the House of Delegates also 
voted that a further study of the internship be continued by a 
committee appointed by the Speaker of the House of Dele- 
gates, at least half of the members of which were to be doctors 
in private practice not connected with medical schools or affili- 
ated hospitals. The Council will be pleased to be of assistance 
to this committee in any way that it can. 

At the June, 1953, meeting, the House of Delegates ap- 
proved a resolution condemning the interference of teaching 
institutions with the operation of the National Intern Matching 
Plan and asked for a restudy of the problem so that a more 
equitable allocation of interns may be achieved. The American 
Medical Association's representatives to the corporation known 
as the National Intern Matching Program, Inc., were instructed 
to request that corporation to restudy the problem and imple- 
ment its improvement. This action of the House of Delegates 
will be transmitted to the Directors of the National Intern 
Matching Program at their next meeting with a request that 
appropriate action be taken. 


National Commission on Accrediting 

For the past several years the National Commission on 
Accrediting, an organization formed by seven major associ- 
ations of colleges and universities, has been making a study of 
the activities of accrediting agencies. This commission was 
formed because of the concern of colleges and universities 
over the multiplicity of accrediting agencies whose standards 
they had to meet and because of the concern of colleges and 
universities that they were surrendering control of their edu- 
cational programs and policies to the accrediting agencies. 
The commission at one time gave consideration to a proposal 
that the accrediting activities of all professional agencies such 
as the Council on Medical Education and Hospitals be abol- 
ished and that the accrediting of institutions of higher learning 
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should be the responsibility of the six major regional accredit- 
ing associations in the United States. 

For many reasons which are beyond the scope of this report 
to review, the Council on Medical Education and Hospitals 
believed that this would be a backward step as far as medical 
education was concerned. The Council vigorously presented its 
point of view through correspondence and in conference with 
representatives of the National Commission on Accrediting 
during the past year. It is with satisfaction that we report that 
while the National Commission on Accrediting has recom- 
mended to its member universities and colleges that they no 
longer deal with professional accrediting agencies in many 
fields, they have formally recognized that the Council on 
Medical Education and Hospitals and its collaborator, the 
Association of American Medical Colleges, are the agencies 
best fitted to establish standards and accredit programs in the 
field of medicine. 

The National Commission on Accrediting has suggested that 
the Council and the Association of American Medical Colleges 
give serious consideration to coordinating their activities as far 
as possible with those of the regional accrediting associations. 
The Council and the Association of American Medical Col- 
leges have made it clear that they intend to maintain their 
current independent programs but that they will be glad to 
explore fully the possibility of coordinating visits to medical 
schools as far as is practical with visits to their parent uni- 
versities by the regional accrediting associations. 

At the moment plans are being made for a pilot endeavor 
of this type with the Middle States Association of Colleges 
and Secondary Schools. This experiment will be studied very 
carefully to determine just how far it is desirable for the 
Council and the Association of American Medical Colleges to 
proceed in this direction. 


First World Conference on Medical Education 

Five members of the Council and its staff attended and took 
an active part in the first World Conference on Medical Edu- 
cation held in London under the auspices of the World Medical 
Association during the last week of August, 1953. The confer- 
ence was acclaimed as an outstanding success by all who 
attended it. It is hoped that similar opportunities for stimu- 
lating exchanges of views and experiences by medical educators 
and physicians from all parts of the world can be arranged 
at appropriate intervals. The World Medical Association is 
deserving of the highest commendation for undertaking this 
important program which should lead to improving medical 
education throughout the world. 


Foreign Medical Schools 

The problem cf evaluating the education and preparation 
of physicians who attended foreign medical schools remains 
an important one for licensing boards, hospitals, and other 
groups and organizations in the United States. The preliminary 
list of foreign medical schools issued in 1950 by the Council, 
~which has subsequently been revised three times, is proving to 
be of increasing value. 

Several groups and individuals have proposed on a number 
of occasions in recent years that the Council should expand 
its staffs so as to be in a position to make detailed surveys of 
medical schools in other countries comparable to the surveys 
regularly made of American and Canadian medical schools. 
While the Council has this matter under serious consideration, 
the situation is obviously such a complex and involved one 
that the Council is not prepared at this time to determine how 
far it should develop this program. 

Following the World Conference on Medical Education in 
London, three representatives of the Council at the invitation 
of the schools concerned made a detailed visit to the medical 
schools of one European country. At the time this report is 
being written, it is too early to predict whether this experience 
will give indication as to the desirability or feasibility of the 
Council’s attempting to make direct investigations of other 
foreign medical schools. 

The Council has just completed a new booklet of informa- 
tion for the guidance of foreign-trained physicians coming to 
the United States and of Americans who are considering study- 
ing medicine abroad. This booklet, which brings together basic 
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facts and information, should be helpful to the two groups 
mentioned in evaluating their status and opportunities for 
medical practice in the United States. 


Survey of Medical Education 

The final report of the Survey of Medical Education spon- 
sored by the Council and the Association of American Medical 
Colleges appeared in book form during the summer of 1953. 
The report is entitled “Medical Schools in the United States at 
Mid-Century” and was prepared by Dr. John E. Deitrick, 
director of the survey, and Dr. Robert C. Berson, associate 
director. It is published by McGraw-Hill Book Co., New York. 
All physicians interested in medical education are urged to 
read the report. A comprehensive review of the report ap- 
peared in the 1953 Educational Number of THE JOURNAL, 
Sept. 12, 1953. 


Financial Needs of Medical Schools 

During the past year the Council has continued to collabo- 
rate closely with the American Medical Education Foundation 
and the National Fund for Medical Education in their efforts 
to secure additional financial support for the medical schools. 
As this report is being written, the Council and the Association 
of American Medical Colleges are initiating a joint study of 
the current needs of the medical schools. This study, which 
will be completed late in 1953 or early in 1954, should provide 
valuable, up-to-date information on which to base accurate 
estimates of the over-all needs of the medical schools. It is 
believed that this information will be of material assistance 
to the American Medical Education Foundation and the 
National Fund in presenting the needs of the medical schools 
to the medical profession, business, industry, and the public 
generally. 

Postgraduate Medical Education 

During the past year a member of the Council’s staff has 
completed an intensive nationwide study of the activities of 
medical societies, medical schools, hospitals, health depart- 
ments, and other organizations in the field of postgraduate 
medical education for the purpose of determining the major 
trends and problems in this field. A detailed report of this 
study is now being completed and should be ready for publi- 
cation early in 1954, 

The Council intends to study this report carefully to deter- 
mine the type of future program it should sponsor for the 
stimulation and improvement of postgraduate education. 
Postgraduate education is assuming a position of increasing 
importance to the medical profession, and the Council believes 
that, as a result of the study just completed, it will be in a 
better position to assist in the further development of post- 
graduate medical education than it has been previously. 


Division of Hospitals and Graduate Education 

In August of this year a Division of Hospitals and Graduate 
Education was established as a section of the Council’s staff. 
The director of this division, Dr. Edward H. Leveroos, is 
responsible for the administration of the Council’s internship 
and residency approval programs and its activities in the field 
of hospital accreditation. Approval by the Board of Trustees 
of the establishment of this division is evidence of the increas- 
ing importance which graduate education has assumed in 
present day medical education and of the Council’s interest in 
maintaining a position of leadership in this field. 

The responsibilities of the division include consultations, 
both direct and through correspondence with members of hos- 
pital staffs and administrators initiating or conducting intern- 
ship or residency programs, evaluation of applications for 
approval of these programs, organization of the Council's field 
inspection service, liaison with the individual American Boards 
in the medical specialties as well as with the Advisory Board 
for Medical Specialties, participation in the organization and 
conduct of the program for internship appointments as spon- 
sored by the National Internship Matching Plan, Inc., liaison 
with the offices of the Surgeons General of the medical depart- 
ments of the federal services, development of standards for 
approval of graduate training programs, and the compilation 
of data for publication in the Annual Report and the Directory 
of Approved Internships and Residencies. Within the past year 
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there has been an increasing volume of correspondence from 
graduates of foreign medical schools seeking internship and 
residency appointments to hospitals in this country. Every 
effort has been made to assist these physicians to obtain 
positions in hospitals desiring their services. 

During the past year the field staff of the Council was in- 
creased to nine full-time physicians, each of whom has re- 
sponsibility for the inspection of hospitals in an assigned 
territory. Approximately 50% of the time of these staff repre- 
sentatives is spent in conducting surveys for the Joint Com- 
mission on Accreditation of Hospitals, the rest being devoted 
to an evaluation of internship and residency programs. Dr. 
Arthur Springall, who served for a time as a member of the 
field staff, has recently been made responsible for the super- 
vision of the Council's internship approval program under the 
direction of Dr. Leveroos. 

A summary of the activities of the field staff in visiting 
hospitals throughout the country during the past year is pre- 
sented in tabular form in this report. Under present arrange- 
ments with the Joint Commission, the Council’s representatives 
conduct the survey work for accreditation of those hospitals 
approved by the Council for internship or residency training. 
On completion of this basic survey, the internship and resi- 
dency programs for which the hospital is approved are reviewed 
and evaluated. For the reporting period, 677 hospitals were 
visited, with 350 internship programs and 1,702 residency 
programs examined. In addition, since Jan. 1, 1953, 290 surveys 
for accreditation were made in behalf of the Joint Commission. 
Each member of the field staff has from 150 to 160 hospitals 
for which he is responsible. The inspection program is set up 
on a two year basis so that each field representative will visit 
from 75 to 80 hospitals annually. The staff has been untiring 
in its efforts to complete assignments on schedule, year after 
year. Without the basic contributions which these physicians 
make to the Council’s program, it would be impossible to carry 
it out successfully. 

One of the special issues of THE JOURNAL is the Internship 
and Residency Number, in which the Council’s Annual Report 
on graduate education and lists of approved services is pub- 
lished. This year, the report indicated that there were 1,313 
hospitals in the United States and its possessions approved for 
internship or residency, or both. In these hospitals, there was 
a total of 7,645 interns and 16,867 residents on duty as of 
Sept. 1, 1952. Included in the total number of interns assigned, 
were an estimated 1,300 to 1,400 graduates of foreign medical 
schools. According to the report, 72% of internships were 
filled last year. This was the same percentage of positions 
occupied as for the year previous. The number of internships 
vacant has also remained relatively constant for the past two 
years, with about 3,000 positions reported unfilled. The resi- 
dency occupancy rate for the years 1951-1952 and 1952-1953 
remained at 76%, although the number of residents actually 
assigned increased from 15,851 reported a year ago to 16,867 
this year. The Council points out in the report that the problem 
of house staff shortages now involves interns and residents to 
almost the same extent and that any consideration of the 
problem should be in terms of both internships and residencies 
rather than viewing the intern shortage or residency shortage 
as separate situations. 

Another publication for which the Division of Hospitals and 
Graduate Education is responsible is the Residency Informa- 
tion Bulletin, published quarterly. The bulletin gives current 
information on available residency appointments in Council- 
approved hospitals. Prior to publication, all hospitals are 
circularized relative to residency vacancies. This information 
is forwarded without charge to any physician interested in 
applying for an appointment. The bulletin is also distributed to 
approximately 250 military posts, camps, and stations, where 
it is made available to medical officers about to be released 
from service who may be interested in residency training. 
Approximately 1,500 copies of each issue are furnished on 
request as a service to physicians, hospitals, medical schools, 
and a number of federal and nonfederal organizations. 

During the past year, the Council has worked closely with 
18 of the 19 existing American boards in the approval of 
residency programs. In the single specialty not represented, 
ophthalmology, the American Board of Ophthalmology accepts 
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training in any Council-approved hospital but does not wish 
to participate in the evaluation of residency programs. The 
Council is currently engaged in discussions with a number of 
the boards to the end of developing a more direct collaboration 
between the Council and these boards. It is anticipated that by 
Jan. 1, 1954, joint committees will be established with repre- 
sentatives from both organizations in at least nine specialties. 
These committees will evaluate residency programs in the 
specialty concerned and will act in an advisory capacity in the 
development of training standards. Joint committees of this 
type have been in operation for a number of years in internal 
medicine (Residency Review Committee in Medicine), and in 
general surgery (Conference Committee on Graduate Training 
in Surgery). In these two specialties, the “American Colleges” 
are represented on the committee as well as the Council and 
the Board, i.e., the American College of Physicians on the 
former committee, and the American College of Surgeons on 
the latter. All administrative work relating to the activities of 
these committees as well as the actual inspection of hospitals 
is carried out through the Division of Hospitals and Graduate 
Education of the Council. The Council wishes to express its 
sincere appreciation for the valued cooperation of the boards 
and colleges in this work. Without the combined efforts of all 
of these organizations, the present approval program for gradu- 
ate education could not be so effectively conducted. 

In the Council’s report last year, mention was made of the 
fact that representatives of the American Board of Anesthesi- 
ology had met with the Council in an attempt to resolve 
certain problems which had arisen relative to the approval of 
residency programs in this specialty. Conferences with repre- 
sentatives from this board have continued during the past year. 


Advisory Committee on Internships 

In its report to the House of Delegates last year, the Council 
noted that the Advisory Committee on Internships would 
complete its 15 month investigation and study of the internship 
prior to the first of the year. The Report of the Advisory 
Committee, summarizing its views on the form and content 
of the internship and the manner in which it should be con- 
ducted, was referred to the House at the Denver meeting along 
with the revised Essentials of an Approved Internship, which 
were adopted at that meeting, with an amendment to the latter 
approved by the House in June. Both the report and the 
essentials were published in THE JOURNAL and copies dis- 
tributed to all hospitals approved for intern training. That 
these two documents will serve as a frame of reference for any 
future evaluation of the internship is evident. In its report, the 
committee stressed the fact that the internship is undergoing 
major changes and urged that the Council “continue its policy 
of holding the place of the internship (in present-day medical 
education) under close scrutiny.” The Council considers the 
report in general, and this recommendation in particular, as 
eminently sound and wishes to commend the committee for the 
important contribution it has made to medical education. 


National Intern Matching Plan 

The Matching Plan, first introduced in 1950, will again be 
the official method for appointing interns for the coming year. 
The Council has actively supported this plan since its in- 
ception through representation on the operating committee and 
on the executive committee of the corporation. Other organi- 
zations sponsoring the plan include the American Hospital 
Association, the Catholic Hospital Association, the Protestant 
Hospital Association, the Association of American Medical 
Colleges, with liaison members from the medical departments 
of the federal services. This year for the first time, there is 
direct student representation on the operating committee with 
one member from the Student American Medical Association 
and one member at large. The Matching Plan completed its 
second successful year of operation last year with 843 hospitals 
and 6,033 students participating. Over 80% of the applicants 
received appointments to hospitals first in their preference lists; 
an additional 10% were appointed to their second choice 
hospitals, with the remaining 10% placed in hospitals the 
applicant had rated third or lower, or not matched. 

There is apparently still some misunderstanding as to the 
purpose of the plan. it does not purport to “distribute” interns, 
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A hospital participating in the plan may or may not obtain 
its requested number of interns, ‘depending on the number of 
applicants who signify their desire to accept appointment at 
that hospital and who are not matched with another hospital 
higher in their preference rating. The primary purpose of the 
plan is to give effect to the student’s expressed choice of the 
hospital at which he desires to intern and the hospital's 
preference of persons applying to it. The plan in no way 
interferes with the student’s free selection of the hospital of 
his choice. It does have the effect of relieving undue pressure 
on the student in making that choice. Neither does the plan 
interfere with proper negotiations between hospital and appli- 
cant. It assures the hospital of the appointment of those interns 
who have applied to it and who have given the hospital high 
enough preference in their confidential list. The Council is of 
the opinion that the Matching Plan as presently conducted 
affords the best available method for the appointment of 
interns in an orderly and equitable manner and as such 
warrants the support of the medical staffs of all hospitals in 
which intern training is being conducted. 


Joint Commission on Accreditation of Hospitals 

As pointed out, the Council staff has been conducting sur- 
veys for the Joint Commission since Jan. 1, 1953. In general, 
the field staff of the Council visits those hospitals approved 
for intern or residency training, conducting a combined survey 
of the hospital from the standpoint of the Joint Commission’s 
program and the Council’s approval for intern or residency 
training. It should be noted that accreditation by the Joint 
Commission, while a prerequisite for approval by the Council, 
does not involve evaluation of the hospital from the stand- 
point of its educational program. This function is the re- 
sponsibility of the Council on Medical Education and Hospitals 
collaborating, in the case of residencies, with the American 
boards and the American College of Physicians and the 
American College of Surgeons. Participation in the Joint 
Commission’s program has enabled the Council’s representa- 
tive to obtain a comprehensive view of the hospital which is 
of distinct value in considering its teaching potential. An 
excellent rapport has been developed between the offices of 
the Joint Commission and the Division of Hospitals and 
Graduate Education, which has been most helpful in resolving 
problems in which the Council and the commission have been 
interested. The Council has appreciated the assistance and 
support it has received from this organization and looks for- 
ward to a continuance of the friendly cooperation which has 
existed since the Commission was activated. 


Approved Examining Boards 

There have been no new examining boards approved since 
1951. By action of the Council and the Advisory Board for 
Medical Specialties at their meetings in February, 1953, how- 
ever, the American Board of Preventive Medicine was 
authorized to certify candidates in two fields, public health, as 
had been done since establishment of the board, and aviation 
medicine. Training standards in the latter subspecialty are 
currently being developed. As yet, there have been no can- 
didates certified in aviation medicine. It is anticipated, how- 
ever, that a founder member group will have been established 
in the near future. At present, there are 19 examining boards 
approved by the Council and the Advisory Board for Medical 
Specialties, including 11 in the surgical specialties, 6 in the 
medical specialties, and 2 in the clinical-laboratory field. 


Activities of the Section on Hospital Service and 
Technical Schools 

The Section on Hospital Service and Technical Schools of 
the Division of Hospitals and Graduate Education deals with 
the registration of hospitals and the approval of schools for 
medical technologists, x-ray technicians, occupational thera- 
pists, physical therapists, medical record librarians, and 
medical record technicians. These activities are carried out in 
accordance with standards adopted by the House of Delegates 
and involve the cooperation of county medical societies in 
the evaluation of hospital applications and the assistance of 
national technical associations in the study and organization 
of training programs relating to technical personnel. Other 
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functions include the collection and compilation of statistical 
data, the preparation of lists of acceptable hospitals and 
technical schools, and the publication of an annual report on 
Hospital Service in the United States. From Oct. 1, 1952, to 
Sept. 30, 1953, the number of hospitals registered by the 
American Medical Association increased from 6,717 to 6,769. 
In this period 288 new registrations took place whereas 236 
hospitals were closed or transferred to the unclassified file. 
The respective county medical societies, as well as district 
councilors, gave valuable assistance in the evaluation of hos- 
pital applications and in many instances submitted their 
recommendations on the basis of personal visits of inspection. 
In addition, 30 hospitals were inspected for registration by 
members of the Council’s staff. The 1952 hospital report 
published in THE JouRNAL, May 9, 1953, listed 6,665 regis- 
tered hospitals with a total of 1,541,615 beds and 93,749 
bassinets. 

In the technical fields the Council lists 551 approved schools 
in medical technology, 328 for x-ray technicians, 37 schools 
of physical therapy, 27 schools of occupational therapy, and 
24 schools for medical record librarians. This represents in 
the last year a net gain of 46 schools in medical technology, 
13 in x-ray technique, 6 in physical therapy, and 2 in the 
area Of medical record library science. In this connection, it 
should be noted that when the Council’s standardization pro- 
gram began in 1936 the approved schools of medical tech- 
nology totaled 96, the training programs in physical therapy 
13, and the occupational therapy schools 5. Similarly, in 
1943 the acceptable courses for medical record librarians 
numbered only 10, while in 1945 the initial list of x-ray 
schools represented a total of 112. There has likewise been 
a general increase in technical personnel from year to year, 
with the schools of medical technology listing 2,063 graduates 
in 1952, the X-ray programs 1,156, physical therapy 582, 
occupational therapy 441, and the medical record schools 92. 
It is evident, however, that the present production rate is not 
sufficient to meet existing demands, as critical shortages are 
still continuing in many areas. This need is receiving full 
consideration by the Council and the respective professional 
and technical organizations, and every effort is being made 
to stimulate recruitment and the establishment of additional 
schools, particularly in areas where training facilities have 
not yet been fully developed. 

Recognizing that the present one year training program for 
medical record librarians, based on two years of college or 
graduation from an accredited school of nursing, cannot alone 
supply the required personnel in this field, the American 
Association of Medical Record Librarians has requested that 
a supplemental nine months’ course be established for high 
school graduates. Standards for this type of training, pre- 
sented to the House of Delegates last June under the title 
“Essentials for the Training of Medical Record Librarians,” 
were given temporary approval with the understanding that 
they be resubmitted to the House for further consideration 
and final action at the December, 1953, session. These 
“Essentials” were printed in THE JOURNAL, June 27, 1953, 
page 830. Final approval by the House is formally requested 
at this time. Interest in this program is developing rapidly as 
many institutions are seeking additional information and 
fifteen have already requested application forms. 

The needs in medical technology are now being investigated 
by a study committee of the American Society of Clinical 
Pathologists, whose Board of Schools of Medical Technology 
has, in the last year, completed a survey of the approved 
laboratory schools. The board is continuing to assist the 
Council in the evaluation of new applications and has co- 
operated in the revision of the “Essentials of an Acceptable 
School of Medical Technology,” appended to this report and 
submitted for final approval by the House. Changes in the 
training requirements in physical therapy are likewise under 
consideration, and the Council is also continuing to evaluate 
the educational programs in occupational therapy. Surveys of 
the approved schools of x-ray technique have previously been 
completed with the full cooperation of the American College 
of Radiology. 

Acknowledgment is also made at this time of the excellent 
cooperation received from the Council on Physical Medicine 
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and Rehabilitation, the American Occupational Therapy 
Association, the American Physical Therapy Association, and 
the American Association of Medical Record Librarians. 


Annual Congress on Medical Education and Licensure 


The 49th Annual Congress on Medical Education and 
Licensure, sponsored by the Council on Medical Education 
and Hospitals and the Federation of State Licensing Boards, 
was held in Chicago Feb. 8 to 10, 1953. The attendance was 
the largest ever recorded and numbered over 550. Featured 
on the program were panel discussions of the new experi- 
mental program of medical education at Western Reserve and 
the Report of the Council’s Advisory Committee on Intern- 
ships. Many other interesting and timely topics were presented 
in the form of papers and discussions. The next Congress will 
be held Feb. 7 to 9, 1954, in Chicago, and all physicians 
interested in medical education are invited to attend. 


Collaboration with Other Agencies 


The Council has continued to collaborate as it has from 
the beginning of its work with other organizations and agencies 
that have active interests in one or more phases of medical 
education. Because of the importance of maintaining close 
cooperation among these various groups, efforts to promote 
collaboration have become one of the most significant parts 
of the Council’s program in terms of time, energy, and 
importance. As in previous years, the close relations that the 
Council enjoys through regularly constituted liaison com- 
mittees with the Association of American Medical Colleges 
and the Advisory Board for Medical Specialties have been 
particularly beneficial. Of increasing importance are the re- 
cently established conference committees on graduate training 
with the American College of Surgeons and the American 
College of Physicians. 

Conjoint activities with these and other organizations have 
been varied in nature and have involved members of the 
Council, the Secretary, the Director of the Division of Hos- 
pitals and Graduate Education, and other members of the 
staff. These cooperative enterprises have included consulta- 
tions, participation in conferences, meetings, and the work 
of advisory committees in joint sessions and studies. A partial 
list of the agencies and organizations with which the Council 
has collaborated during the year include: 


Advisory Board for Medical Specialties 

Alpha Omega Alpha Honorary Fraternity 

American Academy of General Practice 

American Association of Medical Record Librarians 
American College of Physicians 

American College of Radiology 

American College of Surgeons 

American Congress of Physical Medicine 

American Dental Association 

American Hospital Association 

American Medical Education Foundation 

American Nurses Association 

American Occupational Therapy Association 
American Pharmaceutical Association 

American Physical Therapy Association 

American Public Health Association 

American Registry of Physical Therapists 

American Registry of X-Ray Technicians 

American Society of Clinical Pathologists 

American Society of X-Ray Technicians 

American Veterinary Medical Association 
Association of American Medical Clinics 
Association of American Medical Colleges 
Association of Canadian Medical Colleges 

Board of Registry of Medical Technologists 

Boards of Schools of Medical Technology 

Canadian Medical Association 

Catholic Hospital Association 

College of American Pathologists 

County Medical Societies 

Federal Civil Defense Administration 

Federation of State Medical Boards of the United States 
Health Resources Advisory Committee, Office of Defense Mobilization 
House of Representatives Armed Services Committee 
Institute of Inter-American Affairs 

Institute of International Education 

Joint Committee on Medical Education in Time of National Emergency 
National Board of Medical Examiners 

National Fund for Medical Education 

National Internship Matching Program, Inc. 
National Committee for Resettlement of Foreign Physicians 
Office of Defense 
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Pan American Sanitary Bureau 
Public Health Service 

Selective Service System 

Senate Armed Service Committee 
Southern Regional Education Board 
State Department 

State Licensing Boards 

State Medical Associations 

Student American Medical Association 
Survey of Medical Education 
United States Air Force 

United States Army 

United States Navy 

United States Office of Education 
Veterans Administration 

Western Regional Education Board 
World Medical Association 


Medical Schools Visited 


During the year Oct. 1, 1952, to Sept. 30, 1953, the 
following medical schools were visited for consultations, in- 
spection or other purposes: University of British Columbia 
School of Medicine, University of Colorado School of Medi- 
cine, University of Washington School of Medicine, University 
of Oregon School of Medicine, University of Utah School of 
Medicine, Stritch School of Medicine, Wayne University 
College of Medicine, University of Miami School of Medicine, 
University of Puerto Rico School of Medicine, Medical Col- 
lege of Alabama, Chicago Medical School, New York Medical 
College, Flower and Fifth Avenue Hospitals, State University 
of New York College of Medicine at New York City, Medical 
College of Virginia, University of Ottawa Faculty of Medicine, 
University of Saskatchewan Faculty of Medicine, and the 
University of Western Ontario Faculty of Medicine. 


Inspection of Hospitals and Technical Schools 
Inspection of hospitals and technical schools made by the 
Council during the year Oct. 1, 1952, to Sept. 30, 1953, are 
summarized as follows: 


Accreditation (Joint Commission)......... 290 
74 
Intern and residency training............. 276 

Intern programs reviewed................ 312 
Residency training programs reviewed.... 1,702 


Summary of Hospitals and Technical Schools 


Figures for approved hospitals and technical schools with 
changes occurring during the year Oct. 1, 1952, to Sept. 30, 
1953, are as follows: 

Registration of Hospitals 


remastered, Gist. 4, 2062... 6,717 
New institutions registered to Sept. 30, 1953.......... 288 
Closed or transferred to unclassified file.............. 236 
Hospitals registered Sept. 30, 6,769 
Internship Approval 
Hospitals approved for intern training, Oct. 1, 1952....... 872 
Removed from approved list...........cc.ccccsececes 23 
Hospitals approved for intern training, Sept. 30, 1953...... 863 
Residency Approval 
Hospitals approved for residency training, Oct. 1, 1952.... 1,161 
Approved to September 30, 33 
Removed from approved list... 18 
Hospitals approved for residency training Sept. 30, 1953.... 1,176 
Residency Training Programs 
Programs approved for residency training, Oct. 1, 1952 4,656 
Removed from approved list... 100 
Programs approved for residency training, Oct. 1, 1953.... 4,752 
Medical Technology Schools 
Removed from approved list.................eceeees 11 
po $51 
Medical Record Librarian Schools 
Occupational Therapy Schools 


Approved during year 


Approved schools, Sept. 30, 1953...... 2 
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Physical Therapy Schools 


X-Ray Schools 

328 


Council Publications 


During the period Oct. 1, 1952, to Sept. 30, 1953, the 
Council was responsible for preparing material for six 
numbers of THE JOURNAL: 


Postgraduate and Continuation Courses for Physicians.......... Dec. 13 
Postgraduate and Continuation Courses for Physicians.......... June 12 
Medical Education in the United States..................c0008 Sept. 12 
and Residency Sept. 26 


Other regular publications of the Council included: 


Proceedings of the 1953 Annual Congress on Medical Education and 
Licensure 


Choice of a Medical School. (Prepared for the guidance of prospective 
medical students) 

Approved Colleges of Arts and Sciences 

Foreign Medical Schools 

Reciprocity and Endorsement Policies in Medical Licensure 

Status of Requirements for Medical Licensure for Foreign Trained Physi- 
cians 

Federation Bulletin (a monthly bulletin established by and published for 
the Federation of State Medical Boards of the United States) 

Residency Information Service (a list of current vacancies in residency 
positions) 

Schools for Medical Technologists 

Schools for Physical Therapists 

Schools for Occupational Therapists 

Schools for Medical Record Librarians 

Schools for X-Ray Technicians 


The Council also has reprinted for distribution a number 
of articles dealing with questions relating to the Council's 
work and responsibilities including a weekly listing in THE 
JOURNAL of coming examination and reciprocity meetings of 
state licensing boards, basic science boards, and examining 
boards in the medical specialties. In addition, the Council has 
published numerous statements in THE JOURNAL from time to 
time concerning current actions of the Council. 


Changes in Headquarters Staff 

The Council is happy to announce the appointment of Dr. 
Edward L. Turner, Dean of the University of Washington 
School of Medicine since 1946, as Secretary of the Council 
to succeed Dr. Donald G. Anderson, who resigned the Secre- 
taryship on Oct. 1, 1953, to become dean of the University 
of Rochester School of Medicine and Dentistry. 

The Council regrets the resignation of Dr. Francis R. 
Manlove, who has been Associate Secretary of the Council 
since 1950. Dr. Manlove resigned to accept appointment as 
director of the Medical Center and dean of the department 
of medicine at the University of Colorado. Dr. Manlove has 
been a valued member of the Council’s staff, and he has the 
best wishes of the Council in his important new work. 


Memorial to Dr. Reginald Fitz and Dr. Frank H. Lahey 

The Council was grieved during the past year by the deaths 
of two former distinguished members, Drs. Reginald Fitz and 
Frank H. Lahey. Dr. Fitz, who demonstrated his great 
capacities for leadership in many fields of medical education, 
served as an active member of the Council for 21 years be- 
ginning in 1928. He will long be remembered for the kindly 
wisdom that he brought to the deliberations of the Council 
and for his untiring and energetic participation in the work 
of many of the Council’s most important subcommittees. Dr. 
Lahey, one of the great leaders of American medicine of 
modern times, served as a member of the Council from 1938 
to 1940. When Dr. Lahey ieft the Council to assume the 
office of President-Elect of the American Medical Association, 
he continued to demonstrate his interest in medical education 
and the problems of the Council. As evidence of this, during 
the months immediately preceding his death, Dr. Lahey had 
made many special trips to a number of cities throughout the 
nation to speak on behalf of the important work of the 
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National Fund for Medical Education, of which he was one 
of the original trustees. Medical education has lost two 
splendid friends and vigorous workers in the passing of these 
great leaders. Appreciation 
It is a pleasure for the Council to express its appreciation 
for the fine cooperation it has received from many organiza- 
tions, institutions, and individuals in carrying out its various 
programs. The Council wishes to make special mention of 
the support and encouragement it traditionally receives from 
the officers, Board of Trustees, and members of the House 
of Delegates of the American Medical Association. Without 
this support and encouragement, the Council could make little 
progress in its effort to discharge the responsibilities that it 
carries on behalf of American medicine in the important field 
of medical education and hospital affairs. 
This report was prepared by Dr. Donald G. Anderson. 
Respectfully submitted, 
H. G. WEISKOTTEN, Chairman. 
Guy A. CALDWELL. 
JOHN W. CLINE. 
James M. FAULKNER. 
VictoR JOHNSON. 
LELAND S. MCKITTRICK, 
FRANKLIN D. Murpuy. 
W. L. PREsSLy. 
CHARLES T. STONE. 
Harvey B. STONE. 
EpwarpD L. TuRNER, Secretary. 


APPENDIX 


Essentials of an Acceptable School of Medical Technology, 
Revised to December, 1953 


PREAMBLE 


Two organizations are primarily concerned with the training 
of medical technologists, the Council on Medical Education 
and Hospitals of the American Medical Association and the 
American Society of Clinical Pathologists. Two Boards of the 
American Society of Clinical Pathologists represent this Soci- 
ety. The Board of Schools of Medical Technology is primarily 
concerned with the evaluation and inspection of schools of 
medical technology, acting in an advisory capacity to the 
Council, assisting also in the maintenance of high standards of 
education and in the development of new schools of medical 
technology. The Board of Registry of Medical Technologists 
investigates and certifies the competency of the technologists. 

The Council, with the cooperation of the Board of Schools 
of Medical Technology and the Board of Registry of Medical 
Technologists, has established the following standards for this 
type of training for the information of schools, physicians, 
hospitals, prospective students, and others and for the protec- 
tion of the public. 

Technologists are being trained in these schools to work 
under the direction of qualified physicians and not as inde- 
pendent practitioners. 

I. ADMINISTRATION 


1. Acceptable schools for training medical technologists may 
be conducted by approved medical schools, hospitals, or other 
acceptable laboratories suitably organized in accordance with 
present educational standards. 


2. All training of technologists shall be under competent 


medical control. 

3. Resources for continued operation of the school should 
be insured through regular budgets, gifts, or endowment, but 
not entirely through students’ fees. Experience has shown that 
commercial schools operated for profit frequently do not adhere 
to proper ethical and educational standards and therefore are 
not acceptable. I]. ORGANIZATION 

4. Adequate space, light, and modern equipment should be 
provided in the laboratory department. A library containing 
up-to-date references, texts, and scientific periodicals pertaining 
to clinical laboratory work and pathology should be main- 
tained, or be readily accessible to the institution. 

5. Satisfactory record systems should be provided for all 
work carried on in the department. Monthly and annual classi- 
fications of the work of the department should be prepared. 
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6. Transcripts of high school and college credits and other 
credentials must be available. To insure appropriate subsequent 
registration it is essential that evaluation of entrance credits be 
obtained from the Board of Registry of Medical Technologists. 
An acceptable school keeps records of each student’s attend- 
ance and grades and it is also recommended that the number 
and type of tests performed be recorded. In addition, the 
school has a synopsis of the complete curriculum on file, a 
copy of which is submitted to the Council on Medical Educa- 
tion and Hospitals. This curriculum should include the rotation 
of assignments, the outline of instruction supplied by the 
laboratory and a list of the prepared specimens which are used 
to augment the experience of the student. 

7. At least two or more students should be enrolled in each 
class. 

Ill. 

8. The school should have a competent teaching staff. The 
director must be a graduate in medicine who is certified in 
clinical pathology by the American Board of Pathology or who 
has had training and experience in clinical pathology accept- 
able to the Council. He shall take part in and be responsible 
for the actual conduct of the training course. He shall be in 
daily attendance for sufficient time to supervise properly the 
laboratory work and teaching. 


9. In laboratory practice the enrollment may not exceed two 
students to each member of the teaching staff. The staff must 
include not less than one instructor whose duties include super- 
vising the teaching program and who is a registered medical 
technologist (ASCP) or eligible for registration. This is in 
addition to the laboratory director. In order to be considered 
as an instructor, a technologist should have had three years of 
experience while members of the hospital staff or visiting 
instructors must have regular assignments that cover a com- 
plete course prescribed in these Essentials. 


IV. PREREQUISITES FOR ADMISSION 

10. Admission requirements are as follows: 

Two years, 90 quarter hours or 60 semester hours, of college 
work in a college or university accredited by a recognized 
standardizing association. During the two years the following 
courses must be taken: (1) Eighteen quarter hours or 12 
semester hours of biology which may include general biology, 
bacteriology, parasitology, physiology, anatomy, histology, 
embryology, and zoology; (2) Nine quarter hours or 6 semester 
hours of inorganic chemistry, including lectures and laboratory, 
and 4 quarter hours or 3 semester hours of either quantitative 
analysis, organic chemistry or biochemistry, including lectures 
and laboratory (quantitative analysis is especially recom- 


mended); (3) Electives, including English, general mathematics, 


physics and typing. 
V. CURRICULUM 

11. The course of training should be not less than twelve 
months in duration and should include the following subjects: 
biochemistry, hematology, bacteriology, parasitology, tissue 
technique, serology, urinalysis, basal metabolism, electro- 
cardiography, and miscellaneous clinical microscopy. 

12. The instruction should follow a planned outline similar 
to “A Curriculum for Schools of Medical Technology” of the 
Board of Registry of Medical Technologists and should be 
accomplished by text assignments, lectures and discussions, 
demonstrations, supervised practice, quizzes and written, oral 
and practical examinations. 


VI. CLINICAL MATERIAL 


13. Each student should receive practice training, adequate 
in kind and amount, under competent supervision. Participating 
hospitals should be registered and be otherwise acceptable to 
the Council on Medical Education and Hospitals of the Amer- 
ican Medical Association. Approved schools should have avail- 
able laboratory material equivalent to that provided by a 
hospital of 100 beds and 3,000 yearly admissions and a mini- 
mum of 35,000 tests a year with a distribution of clinical 
material sufficient to provide adequate technical training in the 
various laboratory divisions. 
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Vil. Eruics 

14. Excessive fees and commercial advertising should be 
considered unethical. 

15. Schools conducted primarily for the purpose of substi- 
tuting students for paid technologists will not be considered 
for approval. 

HeaLtu 


16. Applicants shall be required to submit evidence of good 
health and successful vaccination, and a report of a medical 
examination should be a part of the students’ records. This 
examination shall include a roentgen examination of the chest. 
Provisions should be made for medical care and hospitaliza- 
tion, when necessary, for a reasonable length of time. 


IX. ADMISSION TO THE APPROVED LIsT 

17. Application for approval of a school for the training 
of technologists should be made to the Council on Medical 
Education and Hospitals of the American Medical Association, 
535 North Dearborn Street, Chicago 10, Illinois. Forms will 
be supplied for this purpose on request and should be com- 
pleted by the director of the laboratory requesting this ap- 
proval. Inquiries regarding the registration of qualified medical 
technologists should be addressed to the Board of Registry 
of Medical Technologists, Post Office Box 1209, Muncie, Ind. 

18. Approval may be withdrawn whenever in the opinion 
of the Council a school does not maintain an educational 
service in accordance with the above standards. Whenever a 
training program has not been in operation for a period of 
two consecutive years, approval may also be withdrawn. 

19. Approved Schools should notify the Council on Medical 
Education and Hospitals whenever a change occurs in the 
directorship of the school. 


REPORT OF THE COUNCIL ON MEDICAL SERVICE 


To the Members of the House of Delegates of the American 
Medical Association: 


Progress in Medical Service 

Marked progress in the field of medical service for the 
American people during 1953 is herewith reported by the 
Council on Medical Service. The Council, working through 
its seven committees, has conducted numerous studies, surveys, 
and field trips which point out these advances. In the reports 
that follow, the Council presents a brief review of some of 
the specific medical care problems with which it has been 
concerned. Each of these has its place in a pattern which the 
Council and its committees are molding into a plan for 
medical service that can be used as a guide for state and 
county medical society activities. It will be noted that, in 
some fields, the Council can give only information; in other 
areas guides are beginning to develop, and plans are being 
formulated for medical service programs. 

The final solution of some of these problems is not simple. 
Many are controversial, and because of this the correct pro- 
cedure in resolving them is in some instances difficult to 
determine. Despite these difficulties, the following facts from 
the various reports are highlighted to show continued develop- 
ment in medical service to the public: 


Voluntary Insurance.—A total of 91,667,000 Americans 
were protected against the cost of hospital care at the end of 
1952. This represents a 7% increase over 1951. More than 
73,161,000 were insured against the costs of surgical expense, 
a 12% increase during the year. Medical expense protection 
was enjoyed by 35,797,000, a 29% increase over 1951, and 
689,000 persons are now protected by “catastrophic” in- 
surance, a relatively new form of coverage. 


Physicians Placement Service.—Another medical service 
goal is being approached when 43 states can now be reported 
as having some form of placement service. This is a sub- 
stantial increase over the 37 states with such programs in 
1952. 


Indigent Care Programs.—An ever-increasing interest among 
medical societies in the organization and administration of 
indigent medical care plans has developed during the past 
year. Ten articles in regard to various local plans and pro- 
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grams have appeared in THE JOURNAL; four more are now 
ready for publication. A specific step forward in this field are 
the “Guides for Evaluating Indigent Medical Care Plans,” 
which appear in this report. 

Federal Medical Services.—Meetings and regional confer- 
ences dealing with veteran medical services are bringing out 
many facts and figures which will enable the profession to 
develop plans whereby those veterans with active service- 
connected disabilities will receive improved total medical care. 

Maternal and Child Care.—Surveys conducted in this field 
are bringing forth much definitive information which would 
indicate that the best method for assuring medical and hos- 
pital care for dependents of servicemen is coordination of 
existing services and facilities at local levels rather than a 
national EMIC-type program. 

Studies in Prepayment.—Studies are being conducted to 
obtain physician reaction as to ways and means of improving 
health insurance plans. 

Emergency Call Systems.—Growth in the number of plans 
continues at a rapid pace and has increased more than tenfold 
since 1948, at which time 60 plans were reported compared 
to the 660 plans reported at present. 

Grievance Committees —Some 600 medical societies now 
have grievance committees; of the larger societies 83% have 
such committees. A goal of the Council was reached last year 
when each state society and the Medical Society of the District 
of Columbia had established grievance committees. The Council 
hopes that the same 100% goal may be reached by the larger 
county and city societies within the coming year. 

Community Medical Service Programs.—Special surveys on 
county society medical service activities show an increase all 
along the line in community medical service programs. 

The aim of the Council is to provide ways and means for 
the state and county societies to supply the best medical 
service possible to the American public. 


Extension of Hospitals and Other Facilities 

The Committee on Extension of Hospitals and Other 
Facilities has had several changes in personnel this yast year. 
Dr. W. G. Phippen, Salem, Mass., resigned because of ill 
health. New members appointed were Drs. Cleon A. Nafe, 
Indianapolis, and Willard A. Wright, Williston, N. D. Others 
on the Committee are Drs. Ralph A. Johnson, chairman, 
Detroit; Elmer Hess, Erie, Pa.; Walter E. Vest, Huntington, 
W. Va.; E. Dwight Barnett, New York, and John W. Cline, 
San Francisco. 

PHYSICIAN-HoOsPITAL RELATIONS 

The committee has received few reports of controversies 
or dissatisfaction concerning physician-hospital relations. This 
would seem to indicate that such matters are being resolved 
locally or that the problem itself has diminished. In connection 
with this it should be noted that a recent survey of 927 
component societies shows that only 309 have hospital rela- 
tions committees, compared to 479 with grievance committees 
and 432 with emergency call plans. This may indicate a lack 
of interest in such a committee, or it may mean that many 
societies see no need for physician-hospital relations commit- 
tees. In either event unless the situation changes, no special 
effort will be made to encourage the creation of such addi- 
tional committees. 

Reprints have been made of the Report of the Joint Com- 
mittee on Hospital-Physician Relationships, adopted by the 
House of Delegates in June, 1953. The Council has assumed 
that the report of the Joint Committee is a supplement to the 
guides adopted in December, 1951, entitled “Relation of Phy- 
sicians and Hospitals.” 


PHYSICIANS PLACEMENT SERVICE 

Physicians placement activities by state associations and by 
the American Medical Association have increased during 1953, 
States have been encouraged to improve the data on openings, 
to expand their contacts with sources of physicians, and to 
work more closely with communities needing a physician. The 
committee, in turn, has for the first time sought to publicize 
the services offered to physicians and communities by the 
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American Medical Association and has developed a periodic 
reporting system for checking on both openings and requests 
for placements. 

Two regional conferences were scheduled during the year. 
The first was held in Memphis, Tenn., in March, with eight 
states represented, and the second in Asheville, N. C., in 
September, with seven states represented. These were working 
conferences designed to interest the state associations in im- 
proving their placement operations and to learn how the 
American Medical Association placement service might be of 
most assistance to the states. Both conferences were successful 
and have already resulted in the organization of placement 
programs in several states and an increased emphasis on place- 
ment operations and problems in a number of others. The 
committee believes that such regional meetings will also result 
in a better understanding as to the relationship between the 
state and American Medical Association placement activities. 
However, many states still lag in interest and in the operational 
aspects necessary to an adequate placement program, and the 
committee will continue with these conferences as suggested 
in the Mississippi Resolution adopted by the House of Dele- 
gates in June. In addition to the regional meetings, the com- 
mittee has discussed physicians placement service on the 
programs of the North Central Medical Conference in St. 
Paul and the Council of New England State Medical Societies 
in Boston. 

During the past two summers the Council has employed 
medical students to assist in field work relative to physician 
placement. Last summer visits were made to Virginia, Indiana, 
Ohio, Missouri, Nebraska, and Tennessee. This summer a 
Northwestern University Medical School student was assigned 
to this project and visited the states of Illinois, Michigan, Mon- 
tana, Mississippi, Texas, and South Carolina. Descriptions of 
placement operations in six states have appeared in THE 
JOURNAL, and at least four additional descriptions are scheduled 
for publication in THe JOURNAL this fall. 

The field work undertaken by the committee resulted in the 
conclusion that the following were needed: (1) A descriptive 
pamphlet designed to assist communities in attracting a physi- 
cian; (2) a method by which communities could be evaluated 
or rated in reference to need, to attractiveness, and to ability 
to support a physician would be necessary to estimate accu- 
rately the progress in improving physician distribution; (3) 
specific suggestions for placement program operations must be 
developed and made to states which do not have adequate 
programs; and (4) a descriptive pamphlet designed to assist 
physicians seeking a location in which to practice. The com- 
mittee has completed the first two of these and is working on 
the other two. 

A pamphlet entitled “A Doctor For Your Community” has 
been prepared jointly by the Council on Medical Service, 
Council on Rural Health, and Department of Public Relations. 
This pamphlet is designed to assist communities seeking a phy- 
sician and to stimulate the thinking and activities of community 
leaders into channels which will yield the best results. Copies 
have been sent to members of the House of Delegates for their 
perusal. It has been exceedingly well received by state associ- 
ation placement services, deans of medical schools, state medi- 
cal examining boards, and others interested in physicians 
placement problems. The committee believes that this pamphlet 
directed toward the community seeking a physician deals with 
but one-half of the problem, and that a similar pamphlet 
directed toward the physician who is looking for a place to 
practice is a necessary next step. Such a pamphlet is planned 
for early spring. 

A Medical Priority Rating Program has been prepared and 
submitted to the state medical associations with full knowledge 
of the many differences between states. However, the criteria 
on which a physician bases his appraisal of the desirability 
and medical need of a community are sufficiently uniform to 
permit their adaptation to any state. In such adaptation the 
points assigned to items may be increased or decreased to 
conform to local conditions without altering the basic concept. 
Encouraging the state associations to use this program in the 
Operation of their placement services is admittedly an ex- 
perimental step. At the same time it may well serve several 
purposes: (1) to stimulate communities to analyze their char- 
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acteristics and facilities from a physician’s viewpoint; (2) to 
encourage state associations in the collection of a certain mini- 
mum amount of information on each opening; and (3) to 
supply the American Medical Association with a valuable 
differentiation among the communities in the United States 
listed as needing a physician. 

A detailed description of the program was printed in THE 
JOURNAL, Sept. 19, 1953. Reprints are available in the Council 
Office. 

Follow-ups have been completed in the last several months 
on physicians seeking locations, communities and those in the 
miscellancous group seeking a general practitioner, and those 
seeking the services of a specialist. Additional information has 
been obtained for all listings which previously gave only the 
name of a contact person. A revision of the assistant and asso- 
ciate listing has reduced that booklet from the cumbersome 
size to which it had grown to a size convenient to handle. As 
a result of these follows-ups the statistics on the Placement 
Service have been brought up to date as indicated in the 
following paragraphs. 

From July, 1952, to July, 1953, the Placement Service has 
had 622 requests for information from physicians. Of this 
number, 68 visited the Council office. Most of the requests 
involved more than one state; therefore, the number of state 
listings sent in response to requests was much greater than 
622. The six states in which physicians seem most interested 
in locating are Hlinois, California, Colorado, New York, Wash- 
ington, and Oregon. When the state about which information 
is requested maintains an active placement service, a copy of 
the questionnaire completed by the physician is sent to the 
state so that information may be sent directly from that office. 
In the specialty field the greatest number of requests were for 
internal medicine, pediatrics, and surgery. 

A recent survey of physicians who have requested data on 
openings from this office shows that 552 physicians have 
located or taken additional residency or gone into service since 
July, 1952. Of those physicians who have been heard from in 
the recent follow-up, 103 physicians have indicated they would 
like to have their information sent directly to the community 
needing a physician. Of the 30 who do not wish their name 
sent out, 6 are still in the Armed Services. At the present time 
these names have not been sent to communities, but it is 
anticipated that this procedure will be used in the near future. 

There are now 1,732 openings as compared with 2,000 in 
July, 1952; 119 places were closed as a result of the recent 
follow-up. Of the 1,732 openings, 1,355 are for general practi- 
tioners, 268 for specialists, and 109 miscellaneous (colleges, 
foreign, industrial, institutions, public health, temporary, U. S. 
Government, and Veterans Administration). During the period 
July, 1952, to July, 1953, the Council office received 329 
requesis directly from communities. When the state association 
has an active placement service, the request is forwarded to 
the state office, and the community is so notified. If the state 
association does not have an active service, the name of the 
community is placed in the current listing and sent out to all 
physicians indicating an interest in that state. 

In continuing the work with the location on maps of places 
requesting general practitioners, the 1,355 openings can be 
classified by the following four population groups: 


1952 1953 
Communities up to 1,000 population.............. 984 764 
Communities from 1,001 to 2,000 population...... 248 264 
Communities from 2,001 to 5,000 population...... 155 165 
Communities over 5,000 population.......... 2... 144 162 


Roughly 75% of the general practitioner openings at present 
are in communities of 2,000 population or less. There is an 
approximate 25% decrease in requests from communities with 
a population of 1,000 or less. Some of these communities listed 
are of such size and location that they could not support a 
physician independently but need to share the services with 
other nearby communities. A medical priority rating would 
give concrete evidence to these communities as to why they 
should be dropped from the current listing. 

A questionnaire similar to the one used in 1952 concerning 
state placement service activities was sent out in the late spring 
of this year. Below are listed the criteria agreed on as neces- 
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sary for a state to have an active physicians placement service, 
with a tabulation of the 47 states replying: 


No. of states 
carrying on in 
2 


No. of states 
carrying on in 
1953 


. Maintenance of lists of openings for physi- 

cians with adequate data on each opening... 37 43 
. Study of openings and appraisals of need... 25 38 
. Maintenance of lists of physicians seeking 

locations and of interns and residents who 

may soon be seeking locations............ 30 40 
Cooperation with medical schools and hos- 

pitals in an effort to interest students, 

interns, and residents in general practice, in 
communities needing physicianms............ 18 34 
. Assisting communities in developing ways 

and means of attracting qualified physicians 

and educating small communities to the fact 

that they cannot support a physician and 

would be better off going to a nearby center 

. Supplying A. M. A. Placement Service with 

lists of openings either at regular intervals 

or as openings develop, whichever method 

the state wishes to follow..............e08. 19 32 


wn 


an 


The number of states indicating that they supply the Amer- 
ican Medical Association Placement Service with lists has 
increased. Though these states are sending additions to their 
lists, some fail to notify this office of communities that have 
obtained the needed medical service. For example, one state 
indicated that 50 communities listed with their service had been 
successful in securing the services of a physician during the 
past year. Yet the last listing received from that state was in 
May, 1952, with 34 openings. Only one state failed to return 
a questionnaire this year. One state answered only the first 
question. The figures in the above table indicate a substantial 
increase in the state activities. Further evidence is found in 
the more frequent revision of listings sent by most states and 
by carbons sent to the Council office of the information given 
to physicians requesting listings. 


HILL-BURTON ACT 

According to the Public Health Service report for fiscal year 
1952, upon which the Council’s last survey of Hill-Burton 
construction was based, there were 1,827 projects approved at 
that time. A year later, the report for fiscal year 1953 shows 
2,104 projects approved, an increase of 277. The number of 
projects completed and in operation has increased from 950 
to 1,229, about 58% of the total number approved. The only 
projects not in operation or under construction are 148 ap- 
proved during fiscal year 1953. As a measure of the efficiency 
of the program, three projecis approved in 1953 are already in 
operation and 82 are under construction. 

Projects already in operation have added 49,275 hospital 
beds to the nation’s total, while those under construction will 
add 44,731 more. In addition, 210 health centers have been 
completed and 99 are under construction. 

Estimated cost of all projects approved thus far is $1,688,- 
013,000, with the federal share set at $582,564,000, approxi- 
mately one-third of the total. This federal expenditure includes 
50 million dollars for the fiscal years 1954 and 1955, which 
had not been definitely allocated at the end of the fiscal year, 
since at that time congressional action on the program had 
not yet been completed. 

The 83rd Congress extended the life of the act two years; 
however, the appropriation has been cut to 65 million dollars 
per year, instead of the 75 million dollars allotted in previous 
years. This amount is a compromise between the House bill, 
which would have cut the appropriation to 50 million dollars 
and the Senate bill, which would have allotted the full 75 
million dollars. 

Completed projects are located in all states and in the 
District of Columbia; projects have also been completed in 
Alaska, Hawaii, Puerto Rico, and the Virgin Islands. So far 
as can be determined, the program continues to operate fairly 
and with a minimum of federal interference. 


Indigent Care 
The personnel of the Committee on Indigent Care has re- 
mained the same this year and consists of Drs. H. B. Mul- 
holland, chairman, Charlottesville, Va.; A. J. Bowles, Seattle, 
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Wash.: E. P. Coleman, Canton, Ill.; John L. Lattimore, To- 
peka, Kan.; E. A. Ockuly, Toledo, Ohio; Dean W. Roberts, 
Baltimore, and Roscoe C. Webb, Minneapolis. Dr. Joseph H. 
Howard, Bridgeport, Conn., was a member of the committee 
until his death, Sept. 28, 1953. 

Interest among medical societies in the organization and 
administration of indigent medical care plans has increased 
considerably since the committee began its studies two years 
ago. Articles have appeared in THE JouRNAL describing 10 of 
the studies made by the committee. They have been reprinted 
as they appeared, and copies have been made available to 
component medical societies and others interested in this 
particular subject. 

During the summer the Council again assigned a medical 
student to this committee for field work. Studies were made of 
the state level organization of the programs in New York, 
Pennsylvania, and Massachusetts. In addition the committee 
supplied staff assistance in a statewide study of indigent care 
in Kentucky. A statistically selected group of 15 counties was 
visited and a report, containing recommendations for improve- 
ment, was made to the Indigent Care Committee of the Ken- 
tucky State Medical Association. Although this was a pilot 
project, it showed clearly a way in which state and American 
Medical Association committees and staff can work together 
to accomplish mutual aims. The committee contemplates con- 
tinuing the studies and their publication in THE JOURNAL until 
it is satisfied that all varieties of organizational and adminis- 
trative patterns in the field of indigent medical care have been 
explored. 

In December, 1952, the Council submitted to the House of 
Delegates a set of “Guides for Evaluating Indigent Medical 
Care Plans.” At the last moment, however, these were with- 
drawn for revision at the request of a joint committee of 
representatives of the Committee on Indigent Care and the 
Council on Medical Education and Hospitals. This joint com- 
mittee has prepared a further draft which is resubmitted at 
this time. The committee recognizes that these guides may 
well undergo change on the basis of future experience and as 
between areas of the United States; however, it is believed 
they are basically sound and should be reviewed by the House 
of Delegates at this time. 


GUIDES FOR EVALUATING INDIGENT MEDICAL CARE PLANS 

These guides represent working data of the Committee on 
Indigent Care and are not statements of policy of the American 
Medical Association. They are presented with full recognition 
that every community will have local problems which may 
necessitate variations from the suggestions made here. Never- 
theless, it is the opinion of the committee that a reasonable 
evaluation may well rest on the characteristics listed below. 

To serve best its purpose an indigent medical care plan 
should: 


. Make provisions for those necessary services normally available 
locally to others: 


Make equal: services and facilities available to all indigent groups in 
any given local area; 
. Utilize existing facilities and avoid duplication wherever possible; 
. Wherever feasible, offer free choice of physician in home and office 
care sO as to have continuity of medical supervision for each patient. 
A patient should have the opportunity to select a physician of his 
choice or, where available, a teaching facility (facility here refers to 
teaching hospitals approved by the Council on Medical Education and 
Hospitals for residency and/or internship or outpatient department of 
medical schools approved by the Council). Such facilities should 
accept only such load as is sufficient to meet their needs for clinical 
material; 
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Develop and use outpatient clinics not affiliated with teaching hos- 
pitals and medical schools only when mutually agreeable to the 
medical profession and the administrative agency involved. Partici- 
pation in clinics established by agencies responsible for the care of 
the indigent, other than in hospitals and medical schools, should be 
open to all physicians in the community qualified to serve in the 
particular types of clinics; 

Provide for medical supervision of all medical aspects; 


Provide reasonable payment to physicians on a basis agreed to by the 
medical society. The organization of all programs and the method 
or methods of payment should be approved and reviewed at regular 
intervals by the local medical societies. Suggested are: 

a. Fee for service in the home, office, and hospital; 

b, Hourly payments in outpatient clinics; 

c. Where the services to an indigent patient are provided by a teaching 
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facility, the teaching facility should be paid on the same basis as 
individual physicians. Funds so acquired should be used for the 
advancement of graduate training. If the facility is a teaching hos- 
pital organically affiliated with a medical school, such funds should 
be expended at the discretion of the medical faculty. If the facility 
is a hospital not organically affiliated with a medical school, such 
funds should be expended at the discretion of the medical staff of 
the teaching hospital. 
8. Provide for local administration of the medical program for all indi- 
gent groups (such as Old Age Assistance, Aid to the Blind, Aid to 
Dependent Children, and General Welfare cases) by a single agency; 
Provide for continuous liaison between medical society and admin- 
istering agency; 


Give additional consideration to: 

Special diagnostic aids. 

Preventive medical services. 

Health education. 

Rehabilitation. 

Home nursing as substitute for prolonged hospital care. 
Adequate social service coverage. 


SP RP 


The principles embodied in these guides are neither new nor 
are they a departure from past practices; rather they emphasize 
medicine’s continuing interest in the quality of service rendered 
to the indigent and medically indigent and in the quality of 
medical education. One of the hallmarks of American medicine 
has been the blend of services and teaching and this continues 
to be one of the Association’s primary concerns. 


TEACHING MATERIAL SURVEY 

At the request of the Committee on Indigent Care the 
Council on Medical Education and Hospitals conducted a 
questionnaire survey early in 1953 to learn something of the 
relationship between indigent medical care and teaching ma- 
terial needed in the field of medical education. The decision to 
make the survey resulted from joint meetings between repre- 
sentatives of the Council on Medical Education and Hospitals 
and representatives of the Committee on Indigent Care. These 
meetings were called to discuss the possible effect on teaching 
programs of any widespread coverage of the indigent through 
voluntary health insurance plans. The representatives of both 
groups were concerned with the extension of voluntary health 
insurance to cover more and more of those persons who nor- 
mally go to teaching hospitals for care but who, if given a 
free choice of hospital, might select a private nonteaching 
facility. This survey, participated in by 58 of the approved 
four-year medical schools, indicated that a shortage of clinical 
teaching material is not a pressing problem for most of the 
nation’s medical schools. In general the majority of the schools 
have not suffered a reduction in the number of teaching beds 
nor do they seem to feel that any foreseeable reduction in the 
number of such beds will seriously impair the teaching pro- 
gram. In other words, the voluntary health insurance program 
with over 91 million persons carrying some sort of hospitali- 
zation insurance has not had an adverse effect on the teaching 
programs of medical schools. However, the indigent per se 
have not with the exception of a few areas been included in 
voluntary health insurance plans, and the question of the effect 
of any widespread inclusion of this group under voluntary 
health insurance still remains unanswered. 

Copies of the report of the teaching material survey have 
been sent to the deans of the medical schools for their infor- 
mation, and the joint committee will continue to follow any 
developments and report them to the House. 


Maternal and Child Care 

The personnel of the Committee on Maternal and Child 
Care has changed somewhat during the year. Dr. W. F. Men- 
gert, Dallas, Texas, resigned for health reasons and Dr. Stanley 
R. Truman, Oakland, Calif., resigned to serve on the Joint 
Commission on Accreditation of Hospitals. New members ap- 
pointed during the year are Drs. Harold S. Morgan, Lincoln, 
Neb., and Philip S. Barba, Philadelphia. Other members at 
present are Drs. W. L. Crawford, Chairman, Rockford, IIL, 
H. B. Mulholland, Charlottesville, Va., Garland D. Murphy, 
El Dorado, Ark., and Donald A. Dukelow, Bureau of Health 
Education, American Medical Association, Consultant. 

The committee completed its studies relative to maternal 
and child care for the dependents of servicemen early in 1953. 
As has been reported previously, these studies were made in 
Los Angeles by the Welfare Council of Metropolitan Los 
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Angeles. They have been reported on in THE JouRNAL in three 
separate articles (June 7, 1952, June 20, 1953, and Sept. 5, 
1953). Two of these articles described the contents of the 
studies, and the third contains the recommendations of the 
committee which were made directly to “the Los Angeles 
County Medical Association, the Welfare Council of Metro- 
politan Los Angeles, and such other local agencies as are con- 
cerned with providing medical and hospital care to the wives 
and dependents of servicemen.” The full statement concerning 
these recommendations is too long to be reproduced in this 
report. However, because of the recent report of the Citizen’s 
Advisory Commission, appointed by the Secretary of Defense, 
which recommended that dependents of servicemen be pro- 
vided with medical and hospital care at Federal expense, the 
House of Delegates should be aware of the fact that this 
Committee has gone to considerable lengths to inform itself 
on the subject of medical and hospital care for dependents of 
servicemen. At no time in this study has the Committee or 
the Council been convinced of any widespread need for a 
national program to provide medical and hospital care for this 
group. On the contrary, the only realistic approach to the 
problems encountered is, the Committee believes, through 
local physicians, local hospitals, and local agencies working 
jointly together to provide such care and services as are neces- 
sary. In its studies the committee assumed that “the dependents 
of our military men, particularly of those who are drafted 
into the service, constitute a group whose age, income, and 
frequently transient status are such as to warrant special con- 
sideration on the part of civilian agencies concerned with 
medical, hospital, and related services.” And yet, in these 
studies, the committee found that the health problems of this 
group are often such that related services, such as counseling, 
day care, homemaking, and other similar services loom larger 
in importance than do physician and hospital services. In the 
solution to such problems, coordinated activity is far more 
necessary than the type of national program recommended by 
the Advisory Commission. 

It is recommended to the House of Delegates that that por- 
tion of the report of the “Citizen’s Advisory Commission on 
Medical Care for Dependents of Military Personnel” that has 
to do with maternal and child care be opposed and that the 
Department of Defense be made aware of the work and con- 
clusions of this committee. In brief, the commission recom- 
mended that among other medical services, maternity and 
infant care should be provided to all dependents of servicemen 
as a matter of sound personnel policy. This care, wherever 
practicable, is to be provided in military medical facilities, 
although special arrangements are made for emergencies and 
dependents who live more than 25 miles from such military 
facility. The Commission’s recommendations are such that the 
extent of coverage and the governing rules and regulations 
will result in a program much greater in scope and extent than 
the EMIC program of World War IL. 

It is requested that the House of Delegates urge the Los 
Angeles County Medical Society to make every effort to 
implement the recommendations which were made by the 
Committee. 

Finally, it is urged that the House of Delegates commend 
these recommendations to all county medical societies so they 
may be used as guides whenever the need arises to take action 
regarding medical and hospital care for dependents of service- 
men. 

During the past several years, the Committee on Maternal 
and Child Care has concerned itself primarily with the prob- 
lems of providing medical care to dependents of servicemen. 
Unless new circumstances require it, the committee will in the 
future devote itself to the general subject of maternal and child 
care. It has the opportunity to be one of the driving forces 
for further improvement in this field and anticipates function- 
ing as a coordinator endeavoring to maintain liaison in the 
whole field of maternal and child health among the American 
Medical Association and other agencies concerned. It will seek 
to enlist the cooperation of all official and voluntary organi- 
zations working toward the same end. It will work with and 
through county medical societies to determine what com- 
munities are doing in this field and in the development of 
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guides, standards, suggested programs, and other material 
which may be useful to the individual physicians, medical 
societies, and others interested in improving maternal and 
child care. 

Medical Care for Industrial Workers 


The Joint Committee on Medical Care for Industrial Work- 
ers of the Councils on Industrial Health and Medical Service 
has had only one change in personnel during the past year. 
Dr. Robert Homan, El Paso, Texas, has filled the vacancy 
created when James Q. Graves, Monroe, La., left the Council. 
Other members are Drs. W. A. Sawyer, chairman, Rochester, 
N. Y.; Warren F. Draper, Washington, D. C.; Edwin P. Jor- 
dan, Charlottesville, Va.; Raymond F. Frech, Newton, lowa; 
Leo Price, New York; Clark Bailey, Harlan, Ky.; Frederick 
W. Slobe, Chicago; and consultants Fritjof Arestad, Donald 
A. Dukelow, and Carl Peterson, of Association headquarters. 

The committee has continued to follow developments in 
regard to temporary cash sickness benefits legislation, not only 
in those states which have such legislation (Rhode Island, 
California, New Jersey, and New York) but also in other states 
as their legislatures have met. Since 44 state legislatures meet 
in the odd-numbered years, 1953 necessarily provides con- 
siderable data on this subject. Although no bills introducing a 
new program were passed during the year, the number and 
types of legislative proposals submitted indicate the continued 
persistence of the proponents of such programs. This _per- 
sistence, however, was not as widespread as in 1951. In 1953 
new cash sickness benefits bills were introduced in only 11 
states compared with 16 states in 1951. The number of such 
proposals also decreased from 40 in 1951 to 31 in 1953. The 
greatest activity seemed to be centered in three states. These 
are Massachusetts with 12 bills, Connecticut with 6, and 
Minnesota with 4. Amending legislation, in the four states 
where temporary disability programs are in operation, showed 
clearly that the original form of legislation can be altered sub- 
stantially. The total number of amendatory bills was less this 
year than in 1951, with 123 proposals compared to 144 two 
years ago. The scope of these proposals, however, was the 
same as in previous legislative years, embracing almost every 
conceivable type of expansion concerning benefits, time cov- 
ered, waiting periods, and persons covered. 

Again, as in previous years, no recommendation as to policy 
is made. The Council’s committee will continue to follow 
developments and, on request, will be prepared to provide 
information to states interested. 


StuDy OF UNION HEALTH CENTERS 

The first phase of the study of organized programs of 
medical-hospital care for industrial workers provided through 
unions, Management, and employee benefit groups has been 
completed. A booklet has been prepared for publication con- 
taining short descriptions of the organization and operation of 
12 of the union health centers. These 12 represent both C. 1. O. 
and A. F. of L. unions and are located in six different states. 
The discussions in the booklet are designed to provide informa- 
tion on the following categories: history, membership, objec- 
tives, facilities, financing, budget and operating costs, ad- 
ministration, business and professional personnel, benefits, and 
preventive aspects of the services. No effort is made in the 
booklet to evaluate these plans, although the committee be- 
lieves that some expression in this regard is necessary and 
plans to undertake such a project. In addition to the booklet 
on union health centers, an article has been prepared and sub- 
mitted to THE JouRNAL for publication. This article will deal 
generally with the characteristics of the 12 union health 
centers studied and will include such specific data as is suitable 
for compilation in table form. 

The second phase of the study will have to do with the 
management or employee benefit sponsored plans. A number 
of the individual plants have been visited and data already 
compiled. Additional field visits are planned for this winter and 
early spring in order to complete a second booklet before the 
House of Delegates meets in June. 

It should be reiterated here that this study is primarily con- 
cerned with independent, nonmedical-sponsored plans (not 
Blue Shield, Blue Cross, or private insurance), which provide 
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medical and/or hospital services for nonoccupational illnesses. 
Such plans also provide what is generally spoken of as “service 
benefits” as opposed to “cash” or “cash indemnity” benefits. 
Most of these programs maintain their own clinic facilities and 
employ physicians either on a full-time or part-time basis. 
Their importance to the House of Delegates and to individual 
practitioners generally is not in their newness but rather in the 
increasing interest that organized labor has shown in them. 
Just what place these plans will play in organized medical 
programs depends on their acceptance by the persons whom 
they serve and the individual physician who serve them. 


UniteED MINE WORKERS 

In December, 1952, the Council reported in detail on the 
activities of the Committee on Medical Care for Industrial 
Workers in relation to the UMWA Welfare and Retirement 
Program. In the spring of 1952 the committee sent a survey 
team into the bituminous coal mining areas to review the con- 
ditions there, and in September, 1952, sponsored a conference 
to which were invited representatives of the five state medical 
associations in that area and representatives of the area medi- 
cal offices of the UMWA Welfare and Retirement Program. 
The recommendations of the survey team, and of the confer- 
ence as well, have been reported on in detail in THE JOURNAL. 

In September, 1953, the committee sponsored a Second Con- 
ference on Medical Care in the Bituminous Coal Mine Areas, 
again in Charleston, W. Va. The meeting was attended by over 
70 representatives of the five states concerned (Kentucky, 
Tennessee, Pennsylvania, Virginia, and West Virginia), by 
representatives of the Area Medical Offices of the UMWA 
Welfare and Retirement Fund, and by other invited guests. 
The purposes of this second conference were as follows: 
1. To review the recommendations made at the first Charleston con- 


ference with reference to improving medical service in the bituminous 
coal mine areas; 


To adopt, revise, or reject these suggestions and recommendations; 


To discuss ways and means of implementing those recommendations 
that are acceptable; and 


. To bring to light such constructive positive activities as have been 
undertaken within the last year to improve medical-hospital conditions 
in this area. 


For the purpose of discussion the problems considered fall 
within one of the following categories: Medical practice, re- 
cruitment and training of physicians, medical and hospital 
facilities, health education, and organization and function of 
liaison committees. The conference participants were divided 
into five groups corresponding with these categories and spent 
the better part of two days reviewing these general subjects as 
they pertain to medical and hospital care in the bituminous 
coal mine areas. A full report of the conference will be sub- 
mitted to THe JOURNAL for publication. 


RESOLUTION ON UMWA WELFARE AND RETIREMENT PROGRAM 


In June, 1953, the House of Delegates referred to the 
Council on Medical Service a resolution referring specifically 
to the UMWA Welfare and Retirement Fund and requesting 
“That the American Medical Association, through its proper 
committees, immediately study this problem in order to ascer- 
tain the true objectives and methods of operation of all health 
and welfare funds.” 

At the time of the second Charleston conference the Com- 
mittee on Medica! Care for Industrial Workers met with repre- 
sentatives of the Medical Society of the State of Pennsylvania 
and of the UMWA Welfare and Retirement Fund and dis- 
cussed at length the problems which motivated the above- 
mentioned resolution. As a result of that conference it is 
believed that better understanding of the various factors 
involved have been attained by all parties concerned. In regard 
to the request to study “all health and welfare plans,” the 
Council would inform the House of Delegates that its Com- 
mittee has been studying union health programs for the past 
year and will continue these and other studies until sufficient 
data have been gathered on which to suggest a policy. Two 
steps have already been taken to inform the medical profession 
of developments in this field—an article describing 12 union 
health plans has been prepared for publication in THE JOURNAL, 
and a pamphlet containing full data on their organization is to 
‘be published for distribution to interested persons. 


J.A.M.A., Nov. 7, 1953 


Federal Medical Services 


The personnel of the Committee on Federal Medical Services 
has remained the same since the last report and consists of 
Drs. Louis M. Orr, chairman, Orlando, Fla.; J. D. McCarthy, 
Omaha; C. B. Puestow, Chicago; Richard L. Meiling, Colum- 
bus, Ohio; Harvey B. Stone, Baltimore; Vincent W. Archer, 
Charlottesville, Va.; Curtis Lohr, Clayton, Mo., and consult- 
ants Dr. Frank E. Wilson, Washington, D. C., and Mr. J. W. 
Castelucci, Detroit. In order to maintain continuous liaison 
with other association councils, Dr. Edward R. Leveroos, 
associate secretary, Council on Medical Education and Hos- 
pitals, and Mr. C. Joseph Stetler, Secretary to the Committee 
on Legislation and the Council on National Emergency Medi- 
cal Service, have been invited to meet with the Committee. 

During the first part of 1953 this committee was concerned 
with laying the groundwork for a general study of federal 
medical services. The prepared study was approved by the 
Board of Trustees in February. The committee met in March 
to review the subject matter involved and to arrange for proper 
relationship and cooperation during the study with the Secre- 
tary’s Office, the Washington Office, the Council on Medical 
Education and Hospitals, and the Council on National Emer- 
gency Medical Service. 

The staff has briefly reviewed all departments and divisions 
of the federal government as well as those multilateral inter- 
national organizations in which the United States participates. 
The purpose of the review was to learn which federal agencies 
have activities concerned with health and medical services. In 
order to learn something of their scope and extent, these ac- 
tivities have been classified under the following headings: (1) 
Yes, indicating some definite program of medical service; (2) 
Minor, indicating a small medical service program or services 
associated with medical care; (3) Advisory, indicating no actual 
service, research, or grant program, but that the agency advises 
on health or medical matters; (4) Control, indicating some 
measure of control is exercised over health matters or services, 
although none are provided, and (5) Cooperating, indicating 
that the agency cooperates in some type of medical service 
programs provided by another agency. 

After the various health activities of the federal government 
were classified under these five headings they were tabulated 
under the four major divisions of the government; that is, the 
judicial branch, the legislative branch, the executive branch, 
and the multilateral agencies. Having learned that 83 of the 
federal agencies have some concern with medical or health 
services, these were then reclassified as to type of service under 
the following headings: (1) maintenance, (2) care, (3) com- 
bination, (4) research, (5S) grants, (6) supervision, (7) employee, 
(8) control, (9) investigation, and (10) policy. It is interesting 
to note that 36 of the agencies having some concern with 
medical or health services are “independent” agencies of the 
federal government and do not fall within the 9 basic depart- 
ments. 

Realizing that this is not something that can be done quickly, 
the committee is still working on the following questions: 
1. Which agencies should be given detailed consideration? 2. 
What is the scope of the information and data to be collected? 
3. What are the best methods for collecting data and informa- 
tion in such studies? 4. What of the possibility of using private 
research agencies? 5. What type of timetable and priority 
system should be developed for the study? 


VETERANS MEDICAL SERVICES 


The entire problem concerned with veterans medical services 
and the policy adopted by the House of Delegates in June 
concerning non-service-connected disabilities was referred to 
the Committee on Federal Medical Services after the Annual 
Meeting. The first project of the committee’ in this regard was 
the revision of the Survey of Federal Medical Services. In the 
light of the June policy statement and in order to direct atten- 
tion specifically to that portion of the policy having to do with 
non-service-connected disabilities, a second pamphlet has been 
prepared and published entitled Medical and Hospital Care of 
Veterans with Non-Service-Connected Disabilities. 

Recognizing the need for understanding of the basic prin- 
ciples and problems involved on the part of state medical 
association officers and of individual physicians, a special 
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meeting was held in Chicago on Sept. 1. To this meeting were 
invited representatives of all the state medical associations with 
a specific request for representation from state committees 
having to do with the problem of veterans’ medical care. The 
conference was attended by some 95 persons representing 38 
state medical associations and gave the committee an oppor- 
tunity to learn something of the opinion of the constituent 
medical societies concerning the American Medical Association 
policy relative to non-service-connected disability cases. 

When the House of Delegates adopted the policy statement 
in June, it also adopted the following recommendation of the 
Reference Committee “ . .. that all of the facilities of the 
American Medical Association and of its constituent state and 
county societies be employed immediately to disseminate back- 
ground information and accurate statistical data in this regard. 
Every effort should be made to inform the profession and the 
public concerning the nature of the problem, the position of 
the American Medical Association, and the reasons on which 
that position is predicated.” 

The conference was the first step in carrying out this recom- 
mendation. A second step undertaken by the committee is a 
series of regional conferences throughout the United States. 
The first four are planned for New York, Washington, Atlanta, 
and Dallas and will have been completed by the time the 
House meets in December. The purposes of these conferences 
are (1) to develop a working liaison with state association 
veterans’ committees; (2) to discuss methods for carrying out 
the instructions of the House of Delegates; (3) to increase the 
number of physicians who have a working knowledge of the 
policy and the facts relating to it; and (4) to learn the situation 
in each state. On the basis of these conferences the Council 
will submit a supplementary report to the House in December 
relative to future activities designed to carry out the above 
recommendations. 


Prepayment Medical and Hospital Service 

The Committee on Prepayment Medical and Hospital Service 
has had two regular meetings since the last formal report. Dr. 
Lewis A. Alesen, Los Angeles, was named to the committee 
to fill the vacancy caused by the resignation of Dr. E. Vincent 
Askey, Los Angeles. Subsequent to his election to the Council, 
Dr. Carlton FE. Wertz, Buffalo, N. Y., was named as the 
Council member of the committee. In keeping with the plan 
of having six committee members in addition to the Council 
member, Dr. O. B. Owens, Alexandria, La., was named as a 
new member. The other members of the committee at present 
are Drs. Percy E. Hopkins, chairman, Chicago; Carl F. Vohs, 
St. Louis; Thomas J. Danaher, Torrington, Conn., and Harold 
E. Nichols, Seattle. 


VOLUNTARY HEALTH INSURANCE 

In its last annual report to the House of Delegates the 
Council estimated that over 90 million persons would be pro- 
tected by some form of voluntary health insurance at the end 
of 1952. It is encouraging to report that this estimate was 
valid, and that the final figures as gathered by the Survey 
Committee of the Health Insurance Council indicated the cor- 
rect estimate to be 91,667,000. The total number of persons 
insured under the separate categories of hospital, surgical, and 
medical expense benefits were as follows: hospital, 91,667,000; 
surgical, 73,161,000, and medical, 35,797,000. 

The number of persons enrolled in voluntary health insur- 
ance plans which are either approved or sponsored by medical 
associations or coordinated with local hospital benefit plans 
increased during 1952 to a total of 27,686,575. This represents 
an increase of 3,720,694 over the figure of 23,965,881 at the 
end of the previous year. During the current year one plan 
which had been approved since its inception by a medical 
association reinsured all of its liabilities with a local insurance 
company. 

The health insurance brochure was revised again this year, 
and the title was amended to “Voluntary Prepayment Medical 
Benefit Plans.” This title was deemed more appropriate since 
the booklet describes benefits rather than medical care. Copies 
of the brochure and the supplemental pamphlet “Charts and 
Graphs” were mailed to ail members of the House of Delegates 
and officers of the Association. Also, copies were mailed to 


the plans listed in the brochure, offices of constituent associ- 
ations and component societies, medical schools, and hospitals 
affiliated with medical schools. In addition to the regular mail- 
ing, copies are sent in response to requests from individual 
physicians as well as requests from organizations and interested 
individuals. 

In past years a copy of the “Annual Survey of Accident and 
Health Coverage in the United States” has accompanied the 
Council publications. This year that publication was not ready 
for distribution at the time of the Council mailing and was 
sent to a part of the mailing list at a later date. Another 
Council publication which has continued to be in demand is 
“Growth of Voluntary Health Insurance.” This pamphlet, re- 
vised again this year, contains features from the Council 
brochure and the annual survey. It is written in non-technical 
language and is available on request. 

As in the past, the Committee on Prepayment Medical and 
Hospital Service contributed to the efforts of the Survey Com- 
mittee of the Health Insurance Council. The most recent report 
of the Health Insurance Council shows the following number 
of persons insured at the end of 1952 by type of benefit and 
by type of underwriting agency: 

Type of Benefit 


Type of Underwriting Agency Hospital Surgical Medical 
Medical society-approved and/or 
Insurance companies (group & 
Independent plans.............. 5,364,000 4,794,000 
100,548,000 81,384,000 38,746,000 
Deduction for estimated dupli- 


The figures for medical society approved plans include enrol- 
ment in Blue Shield plans, and those enrolled under independ- 
ent plans include programs sponsored by industry, university 
health plans, consumer-sponsored plans, and private group 
clinics. 

An added feature of the latest Health Insurance Council 
survey was an effort to determine the number of persons 
protected by catastrophic insurance benefits, sometimes called 
major medical expense coverage. This type of insurance differs 
from earlier experiments in that the insured person is normally 
expected to pay the initial expenses incident to health care. 
Beyond this initial, deductible portion of the costs the insured 
may also be required to participate on a percentage basis in 
the further costs of health care up to a specified maximum 
limit. In other words, this approach combines the feature of 
deductible insurance and the principle of co-insurance. Another 
basic difference between this type of insurance and the earlier 
experiments is that benefits are paid on a nonscheduled basis. 
Benefit payments are made in accordance with the charges for 
professional, hospital or ancillary services, and normally the 
only qualifying feature is that the insured is to be reimbursed 
for such charges as are usual and customary for those services 
in the area in which they are rendered. Although this parti- 
cular form of insurance is newer than the others and has 
certain inherent administrative problems, it was estimated that 
689,000 persons had this type of protection at the end of 1952. 


SEAL OF ACCEPTANCE 

The Seal of Acceptance program continues to be of interest, 
and an attractive certificate has been prepared to issue to those 
plans which have been awarded the seal. In keeping with the 
review schedule originated earlier this year the Committee on 
Prepayment Medical and Hospital Service is continuing its 
periodic review of those plans which have been awarded the 
seal. New applications for the seal continue to be submitted 
together with supporting data as more plans realize that this 
is a necessary procedure. The seal is extended only in those 
instances where an expression of interest is manifested, when 
formal application is made, and when in the opinion of the 
committee and the Council the plan satisfies the requirements 
outlined in the Standards of Acceptance. 


SIMPLIFIED CLAIM FORMS 
Continued interest is being expressed from several quarters 
concerning the further use of simplified reporting forms by 
insurance companies when medical or hospital information is 
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sought to enable the companies to audit claims. The content 
of the resolution introduced at the 1952 clinical meeting rela- 
tive to the more widespread use of simplified claim forms has 
been conveyed to the Health Insurance Council. The Health 
Insurance Council has appointed a special committee to deal 
with this problem. That special committee now has several 
types of claim forms under consideration. Among them are 
hospital expense, attending physician’s statement (including 
necessary information for payment of surgical benefits), loss of 
time, individual and group life as well as total and permanent 
disability insurance claim blanks. The special committee is 
apparently continuing the efforts initiated earlier by the Inter- 
national Claim Association and the Health and Accident Under- 
writers Conference. Several years ago those organizations pre- 
pared several simplified claim forms including the two Attending 
Physician’s Statement forms which were approved by the Coun- 
cil. It is reported that progress has been made regarding some 
of the other forms, and it is possible that a few of them will 
be revised and ready for consideration before the end of the 
2 SPECIAL STUDIES 

Since the last annual report the Council authorized its Com- 
mittee on Voluntary Prepayment Medical and Hospital Service 
to name a special committee to consult with a committee named 
by Blue Shield Medical Care Plans Commission. That authoriza- 
tion was anoutgrewth of proposals which had been reviewed by 
the Council relating to realms which might be of mutual interest 
to the two organizations, such as physician attitudes concerning 
service benefits, coinsurance, etc. These two committees have 
had several meetings and have collaborated in the development 
of a questionnaire designed to learn the attitudes of physicians 
concerning certain aspects of voluntary health insurance. Inde- 
pendent opinions were sought in devolping the questionnaire so 
it would produce a minimum of misinterpretation among those 
receiving it and, at the same time, supply credible data not 
heretofore compiled. The survey itself is under the supervision 
of the Council and its committee. A sufficient sampling has 
been planned with a view toward providing data which will 
be valuable to both the medical profession and the various 
agencies which underwrite insurance to help pay the costs 
incident to health care. 

After the completion of the current survey further studies 
are contemplated by the Council and its committee. It is hoped 
these later studies will ultimately permit a qualitative analysis 
of some of the quantitative surveys that are conducted on an 
annual basis. In planning these undertakings it is hoped that 
other groups, including the Blue Shield Commission, the Blue 
Cross Commission, and the Health Insurance Council will 
participate. 


Relations with Lay Sponsored Voluntary Health Plans 

The present membership of the Committee on Relations with 
Lay Sponsored Voluntary Health Plans is as follows: Drs. 
Frank J. Elias, Chairman, Duluth, Minn.; Robert B. Homan, 
El Paso, Texas; H. Russell Brown, Waterloo, S. D.; George S. 
Klump, Williamsport, Pa.; James Stevenson, Tulsa, Okla., and 
Mr. C. H. Crownhart, Madison, Wis. 

This Committee has had a series of meetings since the last 
annual report. As a result of those meetings, the Committee is 
considering a number of annotations to the “Suggested Principles 
for Lay Sponsored Volutary Health Plans.” The Council sub- 


mits this as a progress report and will submit a further report 
at a later date. 


Professional Liability Insurance 


For several years the Council has concerned itself with many 
nonlegal phases of professional liability insurance. The House 
received a resolution at the last annual meeting concerning the 
practice by certain insurance companies of making extra pre- 
mium charges when those companies provide coverage to 
physicians who are members of partnerships. That resolution 
was referred to the Council on Medical Service. 

Two resolutions concerning professional liability insurance 
were introduced during the 1952 Clinical Meeting. They were 
from the District of Columbia and Mississippi and are quoted 
\respectively as follows: 

Resolved, That the Board of Trustees of the American Medical Asso- 
ciation be directed to make an immediate study of the professional liability 
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insurance situation and submit its findings to the House of Delegates at 
its next meeting, in the meanwhile taking such action as may be appro- 
riate, 

P Resolved, That the House of Delegates require a continuing study and 
monitoring of developments in this type of insurance to the end that the 
interests of the membership may be adequately safeguarded in this vital 
underwriting service. 

The House approved the recommendation of the reference 
committee that “. . . the Board of Trustees . . . direct the 
appropriate Council or Bureau to make a continuing study... 
and submit a progress report to the House of Delegates at its 
next meeting.” The Board of Trustees referred those resolutions 
initially to the Council on Medical Service. To the end that 
these studies may be more comprehensive they are being con- 
tinued by the Council staff in cooperation with the staff of the 
Bureau of Legal Medicine and Legislation. 

A progress report was made to the House by the Board of 
Trustees at the Annual Meeting in June. The studies are in 
progress and will require a great deal of time since the necessary 
data, for the most part, have not been maintained on any 
uniform basis over the years. The resolution concerning the 
practice of charging extra premiums for partnerships has been 
included in the scope of the studies. At such time as the Council 
is in a position to make a more definitive report to the Board 
it will include this aspect in order to minimize the number of 
reports addressed to the House concerning the same general 
subject. 

County Society Activities Survey 

In 1948, the Council conducted a pilot survey of county 
medical society activities, covering some 200 societies. A second 
survey, publishea in 1951, went into greater detail and covered 
757 societies, over one-third of the nation’s total. In March, 
1953, the Council sent questionnaires to all of the 1,932 (esti- 
mated) component societies, basing the questions not only on 
previous surveys but on additional data and new activities which 
had come into prominence in the interim. By the time tabula- 
tion for the report was begun, 927 replies had been received. 
The survey therefore covers almost half the nation’s societies; 
its value as a cross section is indicated by the fact that over 
85% of the societies, including almost 90,000 physicians, with 
100 or more members are represented, and over 40% of the 
societies with less than 100 members. Geographically also, the 
survey is a cross section, since replies were received from every 
state in the Union, as well as from three Hawaiian societies. 
Actually 1,400 counties are represented since 180 of the soci- 
eties cover more than one county. The multi-county societies 
generally represent sparsely settled sections of the country, 
where one county does not have enough physicians for an 
active professional organization. 

The report covers four general subjects: meetings, activities, 
personnel (paid employees), and finances, thus providing data 
on almost every phase of society operation. The data on meet- 
ings include tabulation of the frequency of meetings, percentage 
of attendance, and popularity of subjects. 

Activities, the major subject of the report, are broken down 
into four types: (1) Society Programs, dealing with the society’s 
professional relationship with the patient and with other com- 
munity agencies; (2) Public Education Programs, dealing with 
the interpretation of the society’s medical and socio-economic 
activities to the general public; (3) Community Programs, deal- 
ing wtih the society’s formal or informal participation in pro- 
grams sponsored by voluntary or governmental agencies; (4) 
Group Insurance Programs, dealing with the various types of 
insurance coverage available to society members as a group 
through the county society or the state association. 

The section on personnel provides data not only on the num- 
ber of societies with executive secretaries but also on the number 
of other employees on society payrolls. The section on finances 
shows the amount of dues per society for 1953 as contrasted 
with 1942, the number of societies increasing or decreasing their 
dues and the number which made special assessments during 
1952. 

In the earlier surveys, replies were tabulated in four groups, 
according to the number of members: I—less than 100 mem- 
bers; IL—100 to 200 members; III—200 to 300 members; IV— 
over 300 members. The 1953 replies have been tabulated in 
six groups, with the first three covering societies with 0-14, 
15-49, and 50-99 members respectively, and groups IV to VI 
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the same as II to IV in the previous surveys. It was felt that 
the variation in activities with the size of the society in groups 
with less than 100 members is greater than that between 
societies of 100 and 300 members. The more detailed tabula- 
tion, therefore, provides a much clearer picture of the increased 
activity which accompanies an increase in the number of 
members. In general, the survey shows that the larger societies 
have more activities, as might be expected, and a lower per- 
centage attending meetings. The only major increases since the 
1951 survey are in emergency call plans and grievance com- 
mittees, these being activities on which much emphasis has been 
placed in recent years. Insurance coverage has also increased, 
as have dues, although only to a slight extent. 

The survey indicates that most societies which have sufficient 
members to engage in organized programs take seriously their 
obligations both to their patients and to the community at large. 


Emergency Call Plans 

The growth in the number of emergency call plans continues, 
and many county societies report that this program has been 
one of the most effective public relations aids of all the society’s 
activities. From the 60 plans reported in 1948 and the 364 
reported in the Council’s 1951 survey of county medical society 
activities, the total number of plans reported had risen to over 
660 by the end of 1952. Even this figure is probably less than 
the actual total of plans in operatign, since the 1953 survey of 
county society activities based on replies from approximately 
half the nation’s component societies shows a total of 432 
formal plans. If the same proportion of coverage holds true 
for societies not replying well over 800 such plans may be 
postulated. Further growth, however, will probably be much 
less rapid, since almost all the larger societies now have such 
plans. Those without formal plans are usually the smaller 
societies which must depend on informal arrangements by or 
among individual physicians to provide coverage for patients 
in the community. 

Studies made by individual societies of the calls received 
indicate that there is little abuse of the service by the public. 
The majority of calls answered seem to be either actual emer- 
gencies or sufficiently serious to warrant the patient’s urgent 
concern. The main difficulty encountered, according to reports 
from many societies, is a lack of volunteers from the society 
membership to handle calls. In an increasing number of 
societies, this problem is being met by a compulsory duty roster 
whereby all members not exempt by age or physical disability 
take their turns in treating emergencies. Reports indicate that 
some physicians believe they may endanger their specialty 
ratings by handling emergency calls outside their field. However, 
the great majority of the American Boards agree that the spe- 
cialist is a physician first when an emergency arises, At the 
last report, only three boards had not agreed that their mem- 
bers might participate in such plans. 


Grievance Committees 


Since the 1949 resolution of the House of Delegates con- 
cerning the establishment of grievance committees to hear com- 
plaints from the public, the Council has studied and urged the 
development of such committees. In 1952 the Council published 
a detailed study of the organization and operation of state asso- 
ciation committees. This year, 1953, a complementary study of 
county society committees was published, based on data pro- 
vided by 198 societies. 

At present, all but three states handle complaints either 
through a committee especially appointed for this purpose or 
through the Council of the association; the three without such 
a body have decided that such complaints should more appro- 
priately be considered by the local society. The most recent 
tabulation of county society committees shows almost 600 
societies providing for the hearing of complaints. However, the 
1953 survey of county society activities shows over half the 
societies reporting maintain such a body so that the total at 
present may be much larger. Among the larger societies, that 
is, over 200 members, 83% have such committees. This per- 
centage decreases as the size of the societies decrease. 

The title, “grievance committee” is by far the most popular, 
although some 39 other titles are also used. The House of 
Delegates, in its December, 1952, session, recommended that 
the Council study the matter of names of these committees. As 
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a result of this study, which showed approximately 60% of the 
societies using the word “grievance” in the committee title, it 
would seem that most societies consider this the name best 
expressing the committee function and most easily understood 
by the layman. A full report on this was made to the House in 
June, 1953. 

The Council’s report on county society committees provides 
a detailed examination of all facets of committee operation. 
Among the points considered are membership, meetings, juris- 
diction and procedure, complaints received, operational meth- 
ods, and public relations. A number of tables show the varia- 
tions in method in relation to the size of the society. 

An experiment reported by 10 societies concerning the inclu- 
sion of lay members in the committee, may be an important 
development in society public relations. While the policy of 
using non-medical representation has had rather widespread 
acceptance in the prepayment plan field, it is rarely found in 
the standing committees of medical societies. However, a num- 
ber of such committees now have functions which tend to make 
them quasi-public, and it may be that lay or non-medical 
representation can serve to emphasize the profession’s interest 
in public policy. 

Another interesting highlight of the report is the fact that 
mere than one-third of the committees will attempt to settle 
complaints against nonmember physicians. Although the society, 
of course, has no jurisdiction over these physicians, their actions, 
in the public mind, reflect on the whole profession. The society, 
therefore, attempts to arbitrate such grievances as well as those 
directed against its own members. 


Group Practice Study 

World War II brought with it a new interest in the formation 
of clinics and in group practice itself. As a result, the Council 
on Medical Service received many requests from physicians 
interested in organizing a group clinic and inquiring into the 
many problems involved in such a venture. To assist in this, 
a group practice loan kit was prepared and used in replying to 
inquiries on the subject. Although the loan kit has been revised 
and expanded at intervals during the past few years, it has been 
impossible to obtain sufficient information from existing pub- 
lished material to provide adequate data for these interested in 
organizing a group practice unit. In view of this and as a 
result of conversations with representatives of the American 
Association of Medical Clinics, it has been decided that the 
two groups will jointly sponsor a survey of the organization 
and operation of various types of group practice clinics in the 
United States. 

The purpose of the study is “to develop practical information 
for the benefit of physicians desiring to start a group practice 
or for those already in a group practice who wish to alter or 
improve their existing arrangements.” The group practice units 
selected are to be representative of medium and small groups 
rather than large groups and are to be located in small com- 
munities, medium-sized cities, and areas adjacent to large cities, 
since most of the interest in group practice is directed toward 
such areas. A prospectus containing pertinent questions designed 
to elicit the information necessary to accomplish the purpose 
of the study has been prepared and approved by both the 
American Association of Medical Clinics and the Council on 
Medical Service. No specific time deadline has been set for the 
completion of the study, but it is hoped that the field visits can 
be completed by early spring and a report can be made to the 
House of Delegates at the annual meeting in June, 1954. 

Respectfully submitted, 


ELMER Hess, Chairman. 

J. D. McCartuy, Vice-Chairman. 
RoperT B. HOMAN. 
H. B. MULHOLLAND. 
Louis M. Orr. 
CARLTON E. WERTZ. 
Louis H. BAUER. 

E. J. McCormick. 
Davip B. ALLMAN. 
GEorGE F, LULL. 
ERNEsT B. HOWARD. 
AUSTIN SMITH. J 
Mr. THomMas A. HENDRICKS, Secretary. 
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REPORT OF THE AMERICAN MEDICAL EDUCATION 
FOUNDATION 


To the Members of the House of Delegates of the American 
Medical Association: 


This, the third report of activity by the American Medical 
Education Foundation to the House of Delegates of the 
American Medical Association, marks the 31st month of 
continuous effort on the part of the officers, directors, and 
working committees of the Foundation to develop a new and 
continuing source of income for the nation’s medical schools. 
This program in philanthropic financing, in cooperation with 
the National Fund for Medical Education, has produced 
$4,764,052.64, which has been distributed in the form of 
unrestricted grants to the 79 approved medical schools. While 
still short of the amount needed annually, these funds have 
assisted materially in the schools’ fight to regain financial 
solvency, without resorting to federal subsidy. The medical 
profession has supplied approximately 48% of the total funds 
raised to date. 

Unquestionably the growing acceptance of the Foundation’s 
program by the medical profession can be traced largely to 
the continuing financial assistance given by the American 
Medical Association during the past three years. The latest 
grant of $500,000 brings the total contribution of the Ameri- 
can Medical Association to $1,500,000. Without these funds 
the Foundation would not have progressed to its present 
position for many more years. The Foundation now stands 
on the threshold of future success and with the renewed 
support of the American Medical Association, the realistic 
goal of 2 million dollars can be attained. The officers and 
directors view the future with considerable optimism. 

In addition to the $500,000 grant from the American 
Medical Association, during the first seven months of the 
current year, the Foundation has received contributions from 
individuals and organizations which swelled the total income 
to $839,824.37; this is approximately 12% more than was 
received during the same period in 1952. The number of 
contributors to the Foundalion during the first seven months 
of 1953 exceeds the total number of contributors in 1952 by 
more than 92% (13,259 as compared to 7,259 in 1952). 

At the June, 1953, meeting, the Board of Directors voted 
to transfer all accumulated funds of the Foundation to the 
National Fund for Medical Education as of the close of 
business June 30, 1953. On that date, the sum of $1,044,602.47 
was transferred. It represents the total income of the Foun- 
dation for a 12 month period—June 30, 1952, to June 30, 
1953. It also represents more than 50% of the total funds 
distributed by the National Fund in its fourth round of grants 
to the nation’s medical schools. The National Fund made 
grants totaling $1,944,151.64 during July. 

During November, 1952, the Foundation made its first mass 
mailing to the medical profession. The mailing consisted of 
a specially designed tax folder which pointed up the value of 
making a contribution to the Foundation. The mailing was 
made at a total cost of $9,600 including first-class postage 
and returned more than $60,000 in 1,600 contributions. In 
addition to adding dollars and contributors to the Foundation, 
it served an added role of telling once more the story of the 
Foundation’s program to help the medical school. Another 
mailing of this type is planned for the same time in 1953 
and many state and local campaigns are being tied into it so 
that they may take advantage of the added impetus of a 
national direct mail effort. 

The Foundation’s exhibit will be shown at 12 state and local 
medical society meetings during the current year, as well as 
at the annual and clinical meetings of the American Medical 
Association. 

Visits by officers, directors, and the executive secretary 
were made to 12 state medical society annual meetings, and 
such visits are scheduled to bring the total to 21 before the 
end of the current year. In addition to these trips, many 
special trips have been made by Foundation personnel to 
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various states to assist in the organization of committees, 
preparations of materials, and conducting conferences relating 
to the state campaigns. 


Approximately 100,000 pieces of promotional material have 
been distributed through the medium of the state and local 
campaign committees as well as the state medical societies. 
Again, the editor and staff of THE JouRNAL have given every 
assistance in the preparation and publication of editorial 
material relative to the progress of the Foundation. The 
Foundation has received space in THE JOURNAL for institu- 
tional advertising as in the past. In addition, all state and 
county medical society editors and executives are to be com- 
mended for their continued cooperation during the current 
year. The Foundation has made use of a news letter type 
bulletin at regular intervals to keep all personnel concerned 
with the operation of the program alerted to the many changes 
which take-place during day-to-day operation of the campaign. 

The Woman’s Auxiliary to the American Medical Associ- 
ation has redoubled its efforts on behalf of the Foundation 
during the current year. The Foundation has been adopted 
as the Auxiliary’s major project, and, while it cannot be 
predicted accurately, it is safe to say that the activity of the 
Auxiliary committees is responsible for much of the activity 
taking place at the state level. 


The Foundation’s second annual report was published late 
due to the extremely heavy editing job that had to be done 
on the contributor lists. The 1952 report changed format in 
order to accommodate the large quantity of names which 
covered not only the contributors to the Foundation, but also 
the names of individual physicians who had made gifts 
directly to their medical schools during the year. It is believed 
that the current annual report contains, for the first time in 
history, a list of individual contributors to most of the nation’s 
medical schools—30,300 individual members of the medical 
profession were listed as having made contributions directly 
to their medical schools. The report also listed 7,259 physi- 
cians and organizations who made contributions to the Foun- 
dation. The total number of individual physicians contributing 
to their medical schools and the Foundation amounted to 
approximately 17.5% of the total physician population in 
the United States. 

The second annual meeting of A. M. E. F. chairmen was 
held in Chicago during the latter part of January and was 
attended by representatives from every state. At this meeting, 
the state chairmen heard the 1953 campaign outlined and 
participated in a panel discussion of mutual interest to all 
campaign committee members. The meeting afforded various 
state chairmen an opportunity to discuss their problems with 
each other and exchange ideas. The enthusiasm with which 
those attending participated prompted the directors to vote 
in favor of another meeting at the same time in 1954. The 
date for the 1954 annual meeting of chairmen has been 
established for Sunday, Jan. 24. 

The Foundation has received letters from the deans of the 
79 approved medical schools expressing their gratitude and 
appreciation for the financial assistance they have received as 
a result of contributions from the medical profession. Letters 
from college presidents and leaders in business, industry, and 
public life have been received in increasing numbers and 
offer congratulations to the medical profession for its efforts 
in behalf of the medical schools. These plaudits actually 
belong to members of the House of Delegates, trustees, and 
officers of the American Medical Association as well as the 
many working committees of the Foundation in every state. 
Without the wholehearted support of these and the many 
thousands of contributors, the funds would not have been 
available for distribution to the medical schools. 

The remainder of the current year will be devoted to the 
conducting of intensive efforts to renew the support of those 
contributors who have not made their contribution in this 
calendar year. These efforts will consist of direct mail, both 
national and local, and personal solicitation on the part of 
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state committees. In addition, considerable attention will be 
paid to those areas where weaknesses are evident. 

Dr. Elmer L. Henderson, who served as the President of 
this Foundation since its inception in 1950 until his death on 
July 30, 1953, repeatedly sought the continued cooperation 
of the House of Delegates of the American Medical Associ- 
ation as well as of the leaders of state and local medical 
societies in an effort to further the aims and purposes of the 
Foundation. His efforts on behalf of those ideals and practices 
which have helped elevate the position of the medical pro- 
fession in the eyes of the general public, are well-known, and 
his efforts on behalf of the medical schools in the United 
States were of equal intensity. Dr. Henderson firmly believed 
that the American system of medical education was capable 
of producing qualified physicians, and that in order to main- 
tain that system it was necessary for every member of the 
profession to give of his time and money, or face the alterna- 
tive of federal subsidy. 

The Board of Directors feels that with the continued sup- 
port of the American Medical Association and the state and 
county medical societies, the income of the Foundation can 
be increased to the desired level of 2 million dollars annually 
in the immediate future. It is on the belief that this co- 
operation and activity will continue, that the directors predi- 
cate their plans for the year ahead. 


Appreciation 

The directors of the American Medical Education Founda- 
tion wish to thank all those individuals and organizations, both 
lay and professional, who have so generously supported the 
foundation during the year. The first years of operation are 
decisive years in the Foundation’s history, for the degree of 
continued support it receives will determine the degree of its 
current and future successes. Those who have given so freely 
of time, effort, and finances deserve the warmest possible 
recognition. 

It is the desire of the directors to point up the continued 
generosity of the American Medical Association, its House 
of Delegates, trustees and officers for again making a half 
million dollar grant to the Foundation during the current year. 
The special allocation of operating funds which permits the 
Foundation to pass on every dollar raised to the medical 
schools deserves special acknowledgment and thanks; how- 
ever, the $500,000 grant from the American Medical Associ- 
ation has been the cornerstone of this philanthropic effort 
and has established leadership necessary to attract ever- 
increasing numbers of contributors. 

Respectfully submitted, 

ELMER L. HENDERSON, President.t 

Louis H. Bauer, Vice President. 

DonaLD G. ANDERSON, Secretary-Treasurer. 
HarvVeEY B. STone. 

GUNNAR GUNDERSEN. 

EDWIN S. HAMILTON. 

WALTER B. MartTIN. 

GeorGE F. LULL. 

J. J. Moore. 

H. G. WEISKOTTEN. 

VICTOR JOHNSON. 

Mr. HiraM W. Jones, Executive Secretary. 


+ Deceased. 


REPORT OF THE STUDENT AMERICAN MEDICAL 
ASSOCIATION 


The Student American Medical Association during 1952 
added further to its stature among organizations dedicated to 
advancement of the profession of medicine. Although only 
three years old, the Association now boasts strength and 
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resources which command respect and consideration from all 
who maintain liaison with it. Although S. A. M. A.’s rapid 
growth and accompanying expansion of program contributed 
toward an unusual acceleration of activity, the addition of 
staff where needed, coupled with complete cooperation on 
the part of S. A. M. A.’s friends, helped the organization 
reach its highest and most effective peak to date. 


Officers 


The Association has continued its good fortune in securing 
qualified, capable leadership. Every area of the country con- 
tinues to be represented on the Executive Council, and with- 
out exception these leaders have brought high credit to 
S. A. M. A. whenever and wherever they have served in an 
official capacity. 

Due to the transition in moving the annual conventions 
from December to late spring the slate of officers which 
served throughout 1952 was, with wisdom, requested by the 
House of Delegates in December, 1952, to remain in office 
through the June, 1953, meeting. They were: 

President: David Buchanan, University of Illinois College of Medicine. 

Vice President: Clifford Vernick, Tufts College of Medicine. 

Treasurer: Leland Hoar, University of Oregon Medical School. 

Executive Secretary: Russell Staudacher, Chicago. 

Executive Council: 

Norman Henderson, Wayne University College of Medicine. 
John Caskey, Baylor University College of Medicine. 

John Morozumi, Stritch School of Medicine. 

Joseph Mason, Boston University School of Medicine. 
Charles McGaff, University of Louisville School of Medicine. 
Frank Shubeck, University of Michigan Medical School. 
Curtis Beam, University of Arkansas School of Medicine. 


A new slate to serve through the convention in May, 1954, 
was elected in June. They are: 


President: John H. Caskey, Baylor University College of Medicine. 


Vice President: David J. La Fend, Marquette University School of 
Medicine. 


Treasurer: Daniel D. Heffernan, Wayne University College of Medicine. 
Executive Secretary: Russell Staudacher, Chicago. 
Executive Council: 
Clifford Vernick, Tufts College of Medicine. 
Donald Harrop, University of Pennsylvania School of Medicine. 
Patricia Stuff, Woman’s Medical College of Pennsylvania. 
Clifton Mountain, Boston University School of Medicine. 
Leland Hoar, University of Oregon Medical School. 
Stephen Plank, University of California School of Medicine. 
Robert Crouch, Bowman Gray School of Medicine. 


The following Senior Councilors served without vote and 
in an advisory capacity: 
Ernest M. Irons, M.D., Past President, American Medical Association. 


John McK. Mitchell, M.D., Dean, University of Pennsylvania School of 
Medicine. 


Thomas P. Murdock, M.D., Trustee, American Medical Association. 


Delegates to the American Medical Association 


The following persons attended meetings of the House of 
Delegates of the American Medical Association as delegates 
from this Association: 

June 1953: Joseph Mason, Boston University Schoo! of Medicine. Charles 
McGaff, University of Louisville School of Medicine. 


December 1953: John Caskey, Baylor University College of Medicine. 
David La Fond, Marquette University Medical School. 


Membership 


Member chapters in S. A. M. A. today number 63 in as 
many medical schools. Increasing interest in becoming part 
of the national medical student voice and a personally di- 
rected campaign by Councilors in schools outside S. A. M. A. 
is expected to add at least 10 new chapters before the annual 
meeting in May. 


Because of the diversity of factors contributing te the 
absence of chapters in certain areas, the Council is soliciting 
the help of members of the profession and particularly alumni 
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of these nonchapter schools to assist in this project. Although 
several new chapters are in the process of organization, the 
following medical schools as yet are not affiliated: Stanford, 
Georgetown, George Washington, Howard, Johns Hopkins, 
Harvard, St. Louis, Washington, Columbia, Cornell, New 
York Medical, Rochester, South Carolina, Tennessee, Vander- 
bilt, Vermont, and Dartmouth. 

Individual membership in the Association will exceed 19,000 
by the year’s end, with more than a score of chapters report- 
ing 100% enrolment. This situation should continue as in- 
dividual benefits of membership establish the desire to join 
S. A. M. A. as a freshman and continue affiliation through 
graduation. 

As in the past, requests for information about the Associ- 
ation continue to come from groups and individuals at the 
premedical level. Every effort is made to acquaint these 
possible future members with S. A. M. A.’s aims and program. 

Effective with the January, 1953, issue the Association’s 
publication was available only to dues paid members, 
members-at-large, and honorary members. This policy pro- 
vided the chapters with a most effective tool for membership 
promotion. American students in medical schools abroad, 
eligible as members-at-large, made application from more than 
a dozen foreign countries. The increase in the number of 
physicians applying as honorary members was especially 
gratifying, as it indicated a sincere interest on the part of 
physicians in their colleagues-to-be. 


The Student Journal 

By far its most important asset, the Journal of the Student 
American Medical Association continued to make its impact 
on the membership as well as those in the professional pub- 
lishing world. Handicapped by an editorial staff of only two 
persons, the publication nonetheless survived the loss of as- 
sistant editors twice within a year to present a greatly im- 
proved format over its issues of a year ago. During 1953, the 
Journal added several departments in development of added 
usefulness for its student readers. These covered the areas 
of legal medicine, quackery, medicine in pictures, and the 
activities of the executive secretary's office. 

In May, 1953, the Journal passed the break-even point in 
its existence and began to prove its value as a source of 
financial support for other Association activities. Today the 
publication produces a monthly surplus above expenses suffi- 
cient to foresee implementation of added member services. 

With sincere thanks to the enthusiasm and cooperation of 
Mr. Thomas R. Gardiner and his capable staff, the adver- 
tising revenues have not only been maintained at a healthy 
level, but have increased. 


Liaison 

As S. A. M. A. spreads its sphere of influence to en- 
compass the majority of medical students and medical schools 
it is asked to express itself on many questions of issue and 
importance. During 1953 S. A. M. A. succeeded in establish- 
ing new liaison with ancillary medical and student groups as 
well as strengthening those already established. The foremost 
achievement was the election of a S. A. M. A. representative 
to the Board of Directors of the National Intern Matching 
Program, which operates the mechanical matching plan for 
intern placement. To engender student support in this plan, 
the S. A. M. A. House of Delegates in June named a three- 
man auditing committee to inspect and report on the plan and 
its mechanics. This committee returned a highly commenda- 
tory report which was published in the Journal. 

The Association continued its excellent rapport with the 
American Medical Association, the Association of American 
Medical Colleges, the American Academy of General Practice, 
the American Law Student Association, the National Associ- 
ation of Medical-Dental Bureaus, the Medical Exhibitors 
Association, and many others. ' 

As the years pass, the Association sincerely hopes to effect 
working friendships with all associations and organizations 
engaged in a mutual advancement of the profession. 


J.A.M.A., Nov. 7, 1953 


Annual Meetings 


The 1953 meeting of the House of Delegates was held 
June 15, 16, and 17, at the Edgewater Beach Hotel in 
Chicago. More than 500 students and guests attended the 
three-day sessions, although the meeting dates were in conflict 
with exams. The convention program was outstanding and 
enthusiastically received, as were the various social functions. 
S. A. M. A.’s first technical exhibit drew more than 30 com- 
mercial and scientific exhibitors, who were well satisfied with 
this initial show exclusively for medical students. 

The House of Delegates went on record in support of an 
earlier date for the 1954 meeting. Accordingly, it will be held 
May 1, 2, and 3, at the Sherman Hotel, Chicago. 


Award 


The Association was pleased to accept an attractive illumi- 
nated plaque as an award from the American Heritage Foun- 
dation for S. A. M. A.’s support of the National Non-Partisan 
Register and Vote Campaign in 1952. 


Finances 


The financial picture of the Association improved during 
1953 to the extent that it repaid the American Medical Associ- 
ation $10,000 as partial repayment of obligations assumed 
during the organization’s first three years. It is planned that 
all remaining obligations will be repaid in the near future, 
leaving S. A. M. A. solvent and successful. 


In Appreciation 

The Student American Medical Association is sincerely 
aware of the role played by its friends in American medicine 
to help the organization move ahead. It also is cognizant 
of the fact that without this cooperation the Association 
would enjoy only a part of the success it now does. The 
Association is also indebted to those corporations and _ in- 
dividuals who participated in S. A. M. A.’s progress through 
advertising in its Journal and exhibiting at the convention. 
Special thanks are due the American Medical Association, 
Abbott Laboratories, the Blue Shield Medical Care Plans and 
the Bureau of Exhibits of the American Medical Association 
for courtesies extended on the occasion of the 1953 con- 
vention. 

Without the generous help and support of the American 
Medical Association, this Association could never be where 
it is today. Therefore, humble appreciation is given for the 
gift of personnel and headquarters space for S. A. M. A.’s 
administrative operations. Individual thanks are due everyone 
from the House of Delegates and Board of Trustees down to 
the kindly folks who maintain S. A. M. A.’s offices and head- 
quarters facilities. To Dr. Lull, Secretary and General Man- 
ager, and Dr. Howard, Assistant Secretary, go personal thanks 
for counsel and guidance given the executive secretary as he 
undertook directions of S. A. M. A.’s activities. 


This report would be most incomplete without mention of 
the state and county medical societies and their executive 
leaders for their strong, never-ending support of S. A. M. A.’s 
program at both local and national levels. The medical school 
deans also earned the praise and respect of S. A. M. A. for 
the way in which they helped make the organization move 
forward on their campuses. 

The Association also wishes to make record of the con- 
tributions made by the behind-the-scenes workers in the 
executive offices without whom the program would be forever 
slowed. 


Respecthully submitted, 
JOHN CASKEY, President. 
Davip LAFOND, Vice-President. 
DanieL HEFFERNAN, Treasurer. 
RussELL STAUDACHER, Executive Secretary. 
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BIG PENSIONS AND BIG GOVERNMENT 


Resolutions reaffirming the actions of the House of 
Delegates in June, 1949,' opposing congressional action 
to force physicians under the Old-Age and Survivors 
Insurance section of the Social Security Act will be intro- 
duced at the meeting of the House of Delegates in St. 
Louis, Dec. 1-4. The American Dental Association 
reaffirmed its opposition in September. Somewhat similar 
views have been expressed in recent years by the gov- 
erning bodies of the American Bar Association, the 
American Farm Bureau Federation, and other national 
organizations composed largely of self-employed per- 
sons. Recently the American Institute of Accountants 
changed its position from one of opposition to neutrality. 

Most employed persons, including many members of 
these organizations, are now covered by the Social Secur- 
ity Act. The Chairman of the Committee on Legislation 
of the American Medical Association and the Associa- 
tion’s Economist and Director of the Bureau of Medical 
Economic Research have prepared jointly an analysis 
(page 921) of the outstanding defects of Old-Age and 
Survivors Insurance (OASI). They have set forth some 
of the basic reasons why members of the medical profes- 
sion should continue to oppose the proposed extension of 
the Social Security Act to cover self-employed physicians 
and others not covered by previous legislation. The Di- 
rector of the Bureau, speaking for himself but not neces- 
sarily for the A. M. A., has suggested three fundamental 
reforms that would convert the plan into a reasonably 
equitable system. Numerous bills pertaining to social 
security now before Congress and statements during the 
year by President Eisenhower, at the behest of his ad- 
visors, make it reasonable to expect that the House of 
Delegates will take cognizance of these new develop- 
ments on this highly controversial issue. 

An ostensible reason for physicians to disapprove 
compulsory coverage under OASI warrants only a briet 
comment. The median age at which self-employed physi- 
cians over age 64 are currently retiring is 74. The retire- 
ment ages of self-employed lawyers, dentists, and farmers 
is probably about the same. Under the so-called work 
rule no eligible person can draw an OASI pension if he 
earns $75 a month between ages 65 and 75. This would 
obviously mean that half of the self-employed physicians 
would, under the President’s proposal, be required to pay 
social security taxes but would not receive one penny of 
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benefits until age 74. But relaxing the “work rule” to 
make coverage more attractive to these 10 million gain- 
fully employed would, unless accompanied by a sharp 
increase in OASI taxes, merely increase the get-some- 
thing-for-next-to-nothing potential of this act. The Presi- 
dent’s proposal would bring us close to Townsendism, 
and an elimination of the “work rule” would just about 
fulfill the hopes and dreams of Dr. Francis E. Townsend. 

The basic objection to bringing an additional 10 mil- 
lion persons under OASI is that such an action by the 
Congress would be another long step toward Big Govern- 
ment and the Welfare State. Social security taxes, count- 
ing both employers’ and employees’, are currently only 
token payments and will defray only a portion of the 
costs of the OASI pensions. The tax rates of employers 
and employees could be doubled and also graduated 
according to age—a change that is much more urgent 
than a modification of the “work rule.” Yet on May 20 
the Congress was asked to take the steps necessary to 
prevent the scheduled increase of one-half of one per cent 
in the tax rate, which, according to present law, will 
begin on January 1, 1954. The unpaid balance of the 
pension costs as older persons receive their monthly pen- 
sion checks must be paid by another generation. Those 
who oppose this steady march toward the Welfare State 
must always refuse the bait: in this case, pensions at 
cut-rate prices. They must oppose the doctrine of individ- 
ual irresponsibility except for the care of those in dire 
need, which, in fact, is the essence of the principles that 
guide the life of a physician in his practice. They must 
always stand firmly against the exploitation of youth by 
those who were born many years earlier. They must 
insist on standing on their own feet and providing for 
their own retirement needs. Those who can pay should 
pay their own way; those who cannot pay must, of course, 
be helped. 

Opposition to this trend toward the Welfare State 
is one reason for supporting the Jenkins-( Reed )-Keogh 
bills (H. R. 10 and 11), which would establish a volun- 
tary retirement plan for the self-employed and the 
pensionless employed. They would amend the federal 
internal revenue code but would not change the Social 
Security Act. They are in the public interest. The amount 
of each person’s pension would be determined by how 
much he set aside for old age, and not one penny would 
be added to his fund by the government. He would be 
permitted to defer taxes on the annual amount set aside 
each year until he retired and began to receive his pen- 
sion, which would be currently taxable. The provisions 
in these bills for tax deferment until retirement are the 
counterpart of those now enjoyed by employed persons 
covered by more than 20,000 tax-exempt pension plans. 
Except in case of permanent disability he could not draw 
benefits from his fund until age 65, but after age 65 he 
could draw out benefits as he sees fit. These bills, unlike 
the Social Security Act, would not force one into idle 
retirement in order to draw on his own pension fund. 
He could keep right on working as the majority of prac- 
ticing physicians do. 


1.3. A. M. A. 140:693 (June 25); 791 Guly 2) 1949. 
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VITAMIN B,. RESEARCH 


About 60 scientists representing government, univer- 
sity, hospital, and industrial laboratories recently met in 
Baltimore to participate in a symposium on current re- 
search in vitamin B,». The program, which was organized 
by Dr. Bacon F. Chow, associate professor of biochem- 
istry in the School of Hygiene and Public Health of Johns 
Hopkins University, included reports on the metabolic 
roles of vitamin B,., the mechanism of its action in blood 
formation, and related subjects. During the two day con- 
ference, 20 investigators presented summaries of their 
data and conclusions on the various facets of the 
problems. 

Evidence was presented that indicates an important 
role of the vitamin in the synthesis of nucleic acids and 
in the formation or function of such metabolically active 
compounds as glycine, serine, methionine, and choline. 
Interrelationships between vitamin B,. and other vita- 
mins, such as pyridoxine and pantothenic acid, were 
demonstrated. Additional evidence for the interdepend- 
ence of vitamin B,. and the folic acid series was pre- 
sented and the role of intrinsic factor was reviewed. 
Growth studies were reported emphasizing the impor- 
tance of adequate supplies of the vitamin in the metabo- 
lism of carbohydrate and fat, including not only the 
conversion of carbohydrates to fat but the metabolism of 
fat itself. 

Vitamin B,» has been shown to play an important role 
in modifying the concentration of sulfhydryl-containing 
components of physiological importance, among which 
might be enumerated glutathione and coenzyme A. The 
hypothesis was presented that in the absence of adequate 
supplies of the vitamin, coenzyme A would not be re- 
duced from the disulfide to the sulfhydryl form and 
would, therefore, inhibit the normal pathways of fat 
metabolism. Under conditions of chronic deprivation of 
vitamin B,»2, evidence in support of this thesis is found 
in the accumulation of fat in the tissues of both chicks and 
rats. Much detailed study of isolated enzyme systems 
will be required for a fuller understanding of these highly 
suggestive leads. 

Of clinical importance were the reports on anemia and 
intrinsic factor studies. Additional evidence of the essen- 
tiality of both vitamin By» and the folic acid group in 
blood formation was presented. The current concept that 
pernicious anemia represents a tissue deficiency of vita- 
min B,s produced by hypofunction of intrinsic factor- 
producing cells in the gastrointestinal tract, which in 
turn results in failure of absorption of dietary vitamin 
B,»2, was reemphasized. Mechanisms of action of intrinsic 
factor were discussed. Reports suggesting a wide varia- 
tion in the amount of intrinsic factor present in patients 
with pernicious anemia and possibly in the aged, although 
preliminary in nature, emphasized the need for caution on 
the part of the physician in the oral use of intrinsic factor- 
vitamin B,»2 preparations in the treatment of pernicious 
anemia. Such preparations when administered in adequate 
quantities are effective. This presupposes adequate stabil- 
ity and proper standardization of the preparation. It is 
possible to administer inadequate doses to certain patients, 
particularly to those in whom production of natural intrin- 
sic factor is virtually nil. The neurological manifestations 
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of pernicious anemia may be masked by the concomitant 
administration of folic acid and inadequate doses of vita- 
man B,»-intrinsic factor combinations. This emphasizes 
the need on the part of the physician for close and con- 
stant observation of the pernicious anemia patient treated 
by the oral route. 

A highlight of the symposium was the report of a 
clinical group from Johns Hopkins Hospital. All of 20 
patients with pernicious anemia treated for a period of 
three and one-half years or longer have responded and 
have been maintained satisfactorily and completely with 
large oral doses of vitamin B,» administered without in- 
trinsic factor. A single initial oral dose of 5 mg. was ade- 
quate in every instance to produce a satisfactory response 
for patients in relapse. After this, a single oral dose of 1 
mg. administered once a week has maintained these pa- 
tients in remission. No neurological or hematological re- 
lapse has been observed, and periodic blood studies re- 
vealed completely satisfactory maintenance of the blood 
picture. It was emphasized that smaller oral doses admin- 
istered at more frequent intervals, although effective in 
certain patients, failed to produce a satisfactory response 
in all patients. The clinicians warned that this study must 
be continued for a longer period, because of the vagaries 
of pernicious anemia, before this method of treatment 
could be considered as a substitute for parenterally ad- 
ministered vitamin By». 

In another series of reports at the symposium, vascular 
complications of diabetes mellitus, such as diabetic retin- 
itis and the intraglomerular capillary sclerosis of the Kim- 
melsteil-Wilson syndrome, were discussed. Literature 
and case record research were reported to have revealed 
that the incidence of retinitis apparently increases with 
the duration of the disease and is present in a very large 
percentage of patients with a history of diabetes mellitus 
of 20 years or longer. A correlation with the incidence of 
diabetic neuritis, the symptoms of which in some respects 
resemble the neuritic involvement of pernicious anemia, 
was also suggested. 

In relation to these findings was the discovery of in- 
vestigators from the Johns Hopkins group that patients 
with diabetic retinitis excreted more of a test dose of 
vitamin B,» than did diabetics without retinitis or normal 
persons. Normal subjects excrete an average of about 
9 meg. of vitamin By,» in an eight hour period after in- 
jection of a test dose of 50 mcg. of vitamin B,». Diabetics 
without retinitis excrete an average of 4.2 mcg. and 
those with retinitis, 19 meg. Studies of collaborating 
groups indicate that abnormally high amounts of an 
adrenal cortical substance are excreted in the urine of pa- 
tients with diabetic retinitis and that those without reti- 
nitis excrete normal or lower than normal amounts of 
this substance. 

The reports presented at this symposium indicate that 
research in the fundamental roles of vitamin B,». have 
materially extended the concept of its importance in basic 
metabolism. Interesting and promising new channels for 
research were demonstrated. Of particular importance 
was the development of improved techniques, such as the 
use of radioactive-cobalt-labeled vitamin Bj». This sym- 
posium emphasizes the value and need for collaboration 
on the part of observers and groups active in different 
fields of research. 
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ORGANIZATION SECTION 


SCIENTIFIC EXHIBIT—SAN FRANCISCO MEETING 

The Scientific Exhibit will again be one of the features of 
the Annual Meeting in San Francisco, June 21-25, 1954, with 
exhibits portraying advances in all branches of medicine. The 
exhibits will be grouped as far as possible according to the 
different specialties, but their scope will be broad, intended for 
general interest rather than for the specialist. Representatives 
to the Scientific Exhibit have been elected by each Section of 
the Scientific Assembly to assist and advise the committee in 
the procurement and selection of exhibits as follows: 


Section on Anesthesiology, Scott M. Smith, M.D., 910 Medical 
Arts Bldg., Salt Lake City 1. 

Section on Dermatology and Syphilology, Samuel M. Bluefarb, 
M.D., 30 N. Michigan Ave., Chicago 2. 

Section on Diseases of the Chest, Edwin R. Levine, M.D., 
109 N. Wabash Ave., Chicago 2. 

Section on Experimental Medicine and Therapeutics, Joseph 
F. Ross, M.D., Evans Memorial Hospital, 65 E. Newton 
St., Boston 18. 


Section on Gastroenterology and Proctology, J. P. Nesselrod, 
M.D., 636 Church St., Evanston, Ill., and William H. 
Dearing Jr., M.D., Mayo Clinic, Rochester, Minn. 

Section on General Practice, Charles E. McArthur, M.D., 
1934 E. Fourth Ave., Olympia, Wash. 

Section on Internal Medicine, John S. Lawrence, M.D., 405 
Hilgard Ave., Los Angeles 24. 

Section on Laryngology, Otology and Rhinolegy, Walter E. 
Heck, M.D., Stanford University Hospital, Clay and 
Webster St., San Francisco 15. 

Section on Military Medicine, Brig. Gen. Rawley E. Chambers, 
MC, Chief, Professional Division, Office of the Surgeon 
General, Department of the Army, Room 2837, Main 
Navy Bldg., Washington 25, D. C. 

Section on Nervous and Mental Diseases, G. Wiise Robinson 
Jr., M.D., 2625 The Paseo, Kansas City 8, Mo. 

Section on Obstetrics and Gynecology, Frederick H. Falls, 
M.D., University of Illinois College of Medicine, 1853 
W. Polk St., Chicago 12. 

Section on Ophthalmology, W. F. Hughes Jr., M.D., 1853 
W. Polk St., Chicago 12. 

Section on Orthopedic Surgery, J. Vernon Luck, M.D., 1930 
Wilshire Blvd., Los Angeles 5. 

Section on Pathology and Physiology, Frank B. Queen, M.D., 
3181 S. W. Sam Jackson Park, Portland 1, Ore. 

Section on Pediatrics, F. Thomas Mitchell, M.D., LeBonheur 
Children’s Hospital, 848 Adams, Memphis 5, Tenn. 
Section on Physical Medicine and Rehabilitation, Donald A. 

Covalt, M.D., 400 East 34th St., New York 16. 

Section on Preventive and Industrial Medicine and Public 
Health, Pavl A. Davis, M.D., 633 E. Market St., Akron 
4, Ohio. 

Section on Radiology, Richard H. Chamberlain, M.D., 3400 
Spruce St., Philadelphia 4. 

Section on Surgery, General and Abdominal, John H. Mul- 
holland, M.D., 477 First Ave., New York 16. 

Section on Urology, Roger W. Barnes, M.D., Chairman, 1216 
Wilshire Blvd., Los Angeles 17; Norris J. Heckel, M.D., 
122 S. Michigan Ave., Chicago 3; and George H. Ewell, 
M.D., 16 S. Henry St., Madison 3, Wis. 

Application blanks for space in the Scientific Exhibit at the 
San Francisco Meeting are now available. They may be ob- 
tained from the above Section Representatives or from the 
Director, Scientific Exhibit, American Medical Association, 
535 N. Dearborn St., Chicago 10, Hl. 


NEW A. M. A. PUBLICATIONS 


Medical Society Grievance Committees 


This pamphlet, prepared by the Council on Medical Service 
of the American Medical Association, shows the organization 
and operation of local grievance committees. The data have 
been compiled from reports submitted to the Council by 198 
county medical societies representing a variety of urban and 
rural committees. 


Activities of County Medical Societies 


This pamphlet, just off the press, is the report of another 
year’s survey of the activities of county medical societies and 
contains tables and comments concerning data prepared prima- 
rily for use by medical society offices. The completeness of 
this report was made possible through the cooperation of the 
Officers of 927 medical societies. The Council, since 1948, 
has maintained an ever-increasing file of data and information 
concerning such activities. 


Rule Book of Committee on Cosmetics 


Just off the press is the revised edition of the “Offiical Rules 
of the Committee on Cosmetics of the A. M. A.” This book- 
let contains requirements for presentation of products and rules 
governing the acceptance of products by the Committee. Copies 
are available on request. 


Proceedings of Conference on Cancer 


The Proceedings of the Second Conference on Steroids and 
Cancer, held in April, 1951, have now been published and 
are available in a paper-bound volume at $3.50 from the Order 
Department, American Medical Association, 535 North Dear- 
born Street, Chicago 10, Hl. 


WMA TO MEET IN ROME NEXT YEAR 


The World Medical Association will hold its 1954 meeting 
in Rome, Sept. 26-Oct. 2. Since 1954 is a Holy Year, there 
will be heavy demands for transportation and hotel reserva- 
tions. Any A. M. A. member who wishes to attend this meet- 
ing should write to the World Medical Association, 345 East 
46th Street, New York 17, as soon as possible. The WMA 
will secure transportation, hotel reservations, and help plan 
any side tours of Europe that the member desires. No charge 
is made to the physician for this service. 


REGIONAL CONFERENCES ON VETERANS 
MEDICAL CARE 


The Committee on Federal Medical Services of the A. M. A. 
Council on Medical Service is sponsoring a series of regional 
conferences throughout the United States to discuss A. M. A. 
policy regarding medical care for veterans with non-service- 
connected disabilities. For the present, one-day meetings have 
been scheduled for Dallas, Atlanta, New York, and Washing- 
ton, and representatives from five surrounding states have been 
invited to each. Following are the dates and the states to be 
represented at each session: Dallas, Friday, Nov. 6—Texas, 
Louisiana, Oklahoma, Arkansas, and Mississippi; Atlanta, Sun- 
day, Nov. 8—Tennessee, Alabama, Georgia, South Carolina, 
and Florida; New York, Friday, Nov. 13—New York, Penn- 
sylvania, New Jersey, Connecticut, and Rhode Island; and 
Washington, Sunday, Nov. 1S—Maryland, Virginia, West Vir- 
ginia, Delaware, and North Carolina. 


PR CONFERENCE LUNCHEON 


The luncheon speaker at the American Medical Associ- 
ation’s Public Relations Conference in St. Louis Nov. 30 will 
be Dr. Leo H. Bartemeier, Detroit, Chairman of the A. M. A.’s 
Committee on Mental Health. Dr. Bartemeier will discuss 
“What Motivates the Public's Attitude Toward Medicine?” 
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MEDICAL NEWS 


CALIFORNIA 


Psychiatric Meeting.—The Southern California Psychiatric 
Society will hold its first annual meeting Nov. 14 at the Hotel 
Statler, Los Angeles. The following program will be presented 
at 1 p. m.: 
Albert J. Glass, Col. (MC), Ft. Sam Houston, Texas, Psychotherapy in 
the Combat Zone, (discussant, Ralph R. Greenson, Beverly Hills). 
Milton H. Erickson, Phoenix, Ariz., Development of an Acute Limited 
Obsessional Hysterical State in a Normal Hypnotic Subject, (dis- 
cussant, Judd Marmor, Beverly Hills). 
Douglass W. Orr, Seattle, Common Pitfalls in Psychotherapy, (dis- 
cussant, Leo Rangell, Beverly Hills). 
A cocktail party, 6 p. m., will precede the dinner dance in 
the Golden State Room. 


COLORADO 


Rural Health Conference in Denver.—A_ regional Rural 
Health Conference will be sponsored by the Colorado State 
Medical Society at the Shirley-Savoy Hotel, Denver, Nov. 
11-12. The address of welcome by Dr. Claude D. Bonham, 
Boulder, president of the state society, Wednesday, 9:45 a. m., 
will be followed by a panel discussion of the medical budget. 
At 12:15 p. m. Wednesday and Thursday, there will be a 
luncheon and round-table discussion of rural health problems 
led by guest speakers, Mr. Aubrey D. Gates, Little Rock, Ark., 
Field Director, A. M. A. Council on Rural Health, and Dr. 
Fred A. Humphrey, Fort Collins, Council member. Opening 
the Thursday session, 9 a. m., will be “A Typical County 
Health Survey—lIts Objectives and Results” with discussion 
by Dr. Murland F. Rigby, Rexburg, Idaho, and Dr. Valentin 
E. Wolhauer, Brush. The sessions will conclude with the 
discussion, “The Use and Abuse of the Country Doctor,” by 
Mrs. Alonzo A. Petteys, editor, Daily High Plains Journal, 
Sterling, and Tee Simms, ranch home editor, Record-Stock- 
man, Denver. 


CONNECTICUT 


Lectures on Cardiovascular Disease.—The Stamford Heart 

Association announces its second monthly series of lectures 

on cardiovascular disease for physicians in Fairfield County, 

beginning Nov. 10. Topics and speakers include: 
Arteriosclerosis, David P. Barr, New York. 


Diagnostic Technique in Cardiovascular Disease, Arthur Grishman, 
New York. 


Surgical Treatment of Cardiovascular Disease, Reginald H. Smithwick, 
Boston. 

Rheumatic Fever, Gene H. Stollerman, New York. 

Problems in Diagnostic Analysis and Treatment of Dyspnea, Dickinson 
W. Richards, New York. 


Care of the Patient after Myocardial Infarction, William Dock, 
Brooklyn. 


Heart Disease and Pregnancy, Burton E. Hamilton, Brookline, Mass. 
There is no fee for the series, which is accredited and endorsed 
by the Academy of General Practice and the Stamford Medical 
Society. For information contact Mrs. Shirley K. Sarkin, 
Executive Secretary, Stamford Heart Association, Stamford 
Hospital, Stamford. 


ILLINOIS 

Personal.—_Dr. Clara Edmunds Holmberg, Springfield, was 
honored at a recent meeting of the Sangamon County Medi- 
cal Society when she was presented with a 50 year club cer- 
tificate and pin from the Illinois State Medical Society. 


Chicago 
Cardiac Conference.—The cardiovascular committee of the 


Cook County Hospital announces that the next regular 
monthly clinicopathologic cardiac conference will be held 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


Nov. 13, 11 a. m. to 12 noon in the Children’s Amphitheatre, 
700 S. Wood St. “Studies on the Pharmacology and Clinical 
Use of Quinidine in Heart Disease” will be presented by Dr. 
George C. Sutton, Evanston, with discussion by Drs. Chauncey 
C. Maher and Louis Feldman, Chicago. 


Society News.—The Chicago Medical Society announces a 
dinner, 6:30 p. m. Nov. 12, at the Sheraton Hotel, 505 N. 
Michigan Ave., in honor of Dr. Armand J. Quick, professor 
of biochemistry, Marquette University School of Medicine, 
Milwaukee, and Dr. Joseph F. Ross, associate professor of 
medicine, Boston University School of Medicine, who will be 
guest speakers at the joint meeting of the Chicago Medical 
Society and the postgraduate course in cardiology and 
hematology, which will follow the dinner. At 8 p. m. Dr. 
Quick will discuss “The Basic Factors in Hemostasis.” Dr. 
Ross will present “The Blood Volume in Congestive Heart 
Failure.” 


Fund for Muscular Dystrophy Research.—The Chicago chap- 
ter of the Muscular Dystrophy Associations of America an- 
nounces a program to assist in raising funds for the support 
of medical research in some 16 universities throughout the 
United States. The chapter will have available during Novem- 
ber, the month of the national drive, and December speakers, 
educational films, and other free material for any organization 
requesting them. (Contact Lee Kling, AMbassador 2-7095, or 
write to Muscular Dystrophy Association, Box 455, Chicago.) 
The annual dance of the Chicago chapter will be held Nov. 
14 at the U. E. Hall, 37 S. Ashland Ave. The Chicago Medical 
Advisory Board is composed of Drs. Louis Scheman and 
Ralph H. Kunstadter. 


Phi Delta Epsilon Lectures on Radioisotopes.—The chapters 
of Phi Delta Epsilon fraternity of three medical schools in 
Chicago are sponsoring their annual lectureship Nov. 10-12 
in honor of Dr. Isaac A. Abt, professor emeritus of pediatrics, 
Northwestern University Medical School; Dr. Julius H. Hess, 
professor emeritus of pediatrics, University of Illinois College 
of Medicine; and Dr. John J. Sheinin, president, Chicago 
Medical School. The lecturer, Paul C. Aebersold, Ph.D., 
director of isotope research, Atomic Energy Commission, Oak 
Ridge, Tenn., will speak on the following subjects: 


Nov. 10, 4 p. m. (Thorne Hall, Northwestern University Medical 
School), Contributions of Atomic Energy to Medicine. 


Nov. 11, 1 p. m. (University of Illinois Medical School), Radioisotopes 
—Tools for Medicine. 


Nov. 12, 8 p. m. (Chicago Medical School—Kling Auditorium, Mt. 
Sinai Hospital), Use of Radioisotopes in Medical Research, Diagnosis, 
and Therapy. 

On Tuesday a dinner will be given in honor of the lecturer 
and Drs. Abt, Hess, and Sheinin. 


NEW JERSEY 


Lecture on Expert Testimony.—Dr. Winfred Overholser, 
professor of psychiatry, George Washington University School 
of Medicine, Washington, D. C., will give the 7th annual 
C. C. Beling memorial lecture, “Medical Expert Testimony 
and Its Improvement,” under the auspices of the New Jersey 
Neuropsychiatric Association at the Academy of Medicine of 
Northern New Jersey, 91 Lincoln Park, Newark, Nov. 11, 
8:45 p. m. 


NEW YORK 


Society News.—At the meeting of the Rochester Academy of 
Medicine (1441 East Avenue), Nov. 10, 8:30 p. m., Dr. 
Wilfred G. Bigelow, Toronto, Canada, will speak on hypo- 
thermia. The Dec. 1 meeting will be addressed by Dr. George 
Hoyt Whipple, Rochester, who will discuss “Blood Proteins— 
Hemoglobin and Plasma.” 
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Discussion of Cardiovascular Surgery—Dr. Marcus M. 
Ravitch, director of surgery, Mount Sinai Hospital, New 
York City, will discuss “Surgical Treatment of Cardiovascular 
Disorders,” Nov. 12, 8:30 p. m., in the auditorium, Freeman 
Pavilion, Jewish Sanitarium and Hospital for Chronic Diseases, 
86 East 49th St., Brooklyn 3. 


Hospital News.—At the staff conference of High Point Hos- 
pital, Port Chester, Nov. 11, 8:30 p. m., at the New York 
Academy of Sciences, 2 E. 63d St., New York City, the topic 
will be “Psychoanalysis of Groups” and the speaker, Dr. 
Alexander Wolf, New York. All members of the profession 
are invited to attend. 


Cancer Teaching Day.—The Dutchess County Medical Society 
will observe its cancer teaching day, Nov. 11, with an after- 
noon meeting at Sadlier Hall, St. Francis Hospital, Pough- 
keepsie, and an evening meeting at Ryan Hall, Hudson River 
State Hospital in Poughkeepsie. After a tour of the radio- 
isotope laboratory, the following program on the early diag- 
nosis of cancer will be presented by New York City physicians: 
breast, Dr. Jerome A. Urban; stomach, Dr. George T. Pack; 
cervix, Dr. James A. Corscaden; and lung, Dr. Laurence 
Miscall. A social hour, 6 p. m., will precede dinner, which 
will be followed by a business meeting at 8 p. m. Advance 
reservations for dinner are required. Checks for $4 should be 
sent to Dr. Reuben T. Lapidus, 39 Hooker Ave., Poughkeepsie. 


Conference on Aging.—The second annual Capital District 
Conference on Aging will be sponsored by the Albany County 
Department of Public Welfare at the Ann Lee Home, Albany, 
Nov. 12, 1-4 p. m., for discussion of “Rehabilitation of Older 
People.” Dr. John J. Phelan, medical director, Ann Lee 
Home, will serve as moderator at 2:05 p. m. The first panel, 
“Medical Aspects of Rehabilitation,” 2:15 p. m., will include 
discussions on (1) food, (2) cardiac rehabilitation (Dr. Ray- 
mond Harris, Albany), and (3) psychologic and _ psychiatric 
problems (Dr. Eugene Davidoff, Schenectady). Participating in 
the general discussion will be Drs. Philip L. Forster, John W. 
Ghormley, Thomas J. O'Donnell, Marcus B. Einhorn, and 
William E. Pickett, Albany, Harold E. Marden, Delmar, and 
William Griesau, Troy. A panel, “Vocational Rehabilitation 
Employment Problem of the Aging,” at 2:15 p. m., will be 
followed by general discussion. 


OHIO 


Lecture on Lung Lesions—The Fort Steuben Academy of 
Medicine is presenting a monthly series of lectures at the 
Fort Steuben Hotel, Steubenville, to which physicians and 
interns are cordially invited. On Nov. 10 Dr. Eugene P. 
Pendergrass, Philadelphia, will present “Roentgen Diagnosis 
of Legions of the Lung.” 


Diabetes Detection Program.—The Cleveland Diabetes Society 
and the Diabetes League of Greater Cleveland in cooperation 
with the American Diabetic Association and the Cleveland 
City Health Department will conduct a mass screening pro- 
gram for diabetes detection, Nov. 15-21. The cooperation of 
all members of the medical profession and allied professions 
is requested. 


Society News.—The Academy of Medicine of Cincinnati will 
have as guest speaker on Nov. 10 Dr. Earl D. Osborne, 
professor of dermatology and _ syphilology, University of 
Buffalo School of Medicine, who will address the joint meet- 
ing with the Cancer Council on the treatment of skin cancers. 
On Nov. 24 Dr. John C. Burch, professor of obstetrics and 
gynecology, Vanderbilt University School of Medicine, Nash- 
ville, Tenn., will discuss “The Management of Leukorrhea.” 


UTAH 


Course on Physiological Basis for Present Day Therapy.—The 
American College of Physicians will sponsor a course on 
present-day therapy and its physiological basis at the depart- 
ment of medicine, University of Utah College of Medicine, 
Salt Lake City, Nov. 9-13, under the direction of Drs. Max- 
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well M. Wintrobe and Louis S. Goodman. The guest faculty 
includes Dr. J. Burns Amberson and Alfred Gilman, Ph.D., 
New York, and Dr. Harry Eagle, Bethesda, Md. Fourteen 
members of the University of Utah faculty will participate 
with the guests in symposiums on (1) pulmonary emphysema 
and its complications, (2) disseminated lupus erythematosus, 
and (3) therapeutic uses of corticotropin (ACTH) and corti- 
sone. On Monday there will be round tables on splenic dis- 
orders and hematology. Monday, 8 p. m., Dr. Amberson will 
give the Tyndale lecture, “Aspects of Chemotherapy of Tuber- 
culosis.” Staff rounds will be made Wednesday morning, and 
a tour of laboratories, the university, and the city is scheduled 
for the afternoon. In the evening Dr. Eagle will have as his 
topic, “Studies in Mode of Action of Antibiotics.” Thursday 
afternoon there will be a round-table discussion on therapeutic 
indications, and Thursday evening Dr. Gilman will talk on 
the acidification of the urine. A roundtable on diuretics will 
be held Friday morning. 


WEST VIRGINIA 


Practitioners Meet in Parkersburg.—The West Virginia chapter 
of the American Academy of General Practice will hold a 
scientific meeting at the Chancellor Hotel in Parkersburg, 
Nov. 8, 10:30 a. m. to 3:30 p. m. The following program has 
been arranged by Dr. Seigle W. Parks, Fairmont, chairman 
of the program committee: 

Pyelitis in Pregnancy, George Nordlinger, associate clinical professor 


of obstetrics and gynecology, George Washington University School of 
Medicine, Washington, D. C. 


Toxemia in Pregnancy and Abortion, George J. Fuchs Jr., chief medical 
officer, department of obstetrics and gynecology, District of Columbia 
General Hospital, Washington, D. C. 


GENERAL 


Meeting on Rheumatism.—The Ohio and Western Pennsylvania 
regional meeting, American Rheumatism Association, will con- 
vene at the Mayflower Hotel, Akron, Ohio, Nov. 11. Presenta- 
tions will be made by Drs. Robert M. Stecher, Cleveland; 
Currier McEwen, Charles A. Ragan, Richard H. Freyberg, and 
Robert L. Preston, New York; John H. Talbott, Buffalo; Gor- 
don M. Martin, Rochester, Minn.; and Joseph J. Bunim, 
Bethesda, Md. At 3:40 p.m. there will be a period of panel 
questions and answers, and at 7 p.m. a dinner. Registration 
fee, $5; dinner tickets, $5. 


Papers Invited for Clinical Research Meeting.—The Northwest 
Society for Clinical Research will hold its annual meeting in 
combination with the western section of the American Federa- 
tion for Clinical Research, Jan. 28, 1954, in Portland, Ore. The 
society will also meet with the Western Society for Clinical 
Research, Jan. 29-30. Members desiring to present papers will 
have space on the western section program. Abstracts should 
be sent in triplicate, before Nov. 15, to Dr. Isidore Edelman, 
Secretary, University of California, Medical Office, San Fran- 
cisco Hospital, Potrero and 22nd streets, San Francisco. 


Society for Crippled Children and Adults.—The annual con- 
vention of the National Society for Crippled Children and 
Adults will be held at the Palmer House, Chicago, Nov. 11-14, 
under the presidency of William T. Sanger, Ph.D., Richmond, 
Va., who will deliver the presidential address at 9:30 a.m. 
Thursday. His remarks will be followed by the talk, “A World 
Without Limits,” by Dr. Edward J. McCormick, Toledo, Ohio, 
President of the American Medical Association, who is coun- 
cilor for the society. The Friday session will be opened at 9 
a.m. by a presentation, “Rehabilitation—Key to Human Dig- 
nity,” by Dr. Henry H. Kessler, Newark, N. J. At a parents’ 
institute to be held Friday afternoon, Frances R. Horwich, 
Ph.D., who presents the TV program, “Ding Dong School,” 
will give a talk, “Understanding Your Child.” Dr. Julius B. 
Richmond, professor of pediatrics, State University of New 
York College of Medicine at Syracuse, will participate in a 
panel, “Self Understanding for Parents of Handicapped Chil- 
dren.” The president’s dinner will be held at 7:30 p.m. in the 
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grand ballroom. Saturday, 9:30 a.m. a seminar for physicians, 
therapists, nurses, social workers, etc., will be held in Room 14, 
where Dr. Kessler will speak on rehabilitation techniques. 


Neurological Surgeons Meet in New Orleans.—The Congress of 
Neurological Surgeons will convene at the Hotel Roosevelt in 
New Orleans, Nov. 12-14. A panel discussion on the anatomy 
and physiology of the frontal lobes is scheduled for Thursday, 
2-4 p.m., and a panel discussion, “Psychosurgery: Indications 
and Sequelae,” for Friday, 9-11 a.m. Saturday morning there 
will be a panel on the use of fluids and electrolytes in the man- 
agement of the neurosurgical patient. Sir Geoffrey Jefferson, 
emeritus professor of neurosurgery and lately director of the 
neurosurgical laboratories, University of Manchester, England, 
will speak on (1) chiasmal gliomas, (2) trigeminal tumors, be- 
nign and malignant, and (3) changing ideas on the integration 
of the brain. Other guest speakers include: Dr. A. Earl Walker, 
Baltimore; Dr. Robert G. Heath, Hymen S. Mayerson, Ph.D., 
Dr. Alton Ochsner, and Walter Wilde, Ph.D., New Orleans; 
Dr. Stanley Cobb, Boston;-Dr. Gerhardt Von Bonin, Chicago; 
Dr. Harold Himwich, Galesburg, Ill.; and Dr. J. Lawrence 
Pool, New York. A cocktail party, 6:30-8 p.m. will precede 
the banquet and dance (informal dress) on Friday. The con- 
gress will be preceded by a review course in neuroradiology 
under the direction of Dr. Joseph N. Ané, New Orleans, Nov. 
11, for which Dr. Harold O. Peterson, Minneapolis, will be 
guest radiologist. 


Joint Meeting on Tropical Medicine and Hygiene.—The annual 
meeting of the American Society of Tropical Medicine and 
Hygiene will be held jointly with the 20th annual meeting of 
the American Academy of Tropical Medicine at the Brown 
Hotel, Louisville, Nov. 12-14. The academy will sponsor a 
symposium, entitled “Global Interest in Tropical Medicine,” 
and the society, a symposium on “Diarrheal Diseases Other 
Than Amebiasis.” On Thursday, 9 a.m., the 18th Charles 
Franklin Craig lecture, “Problems in the Control of Schisto- 
somiasis,” will be presented by Dr. Henry E. Meleney, 
Louisiana State University School of Medicine, New Orleans. 
Thursday, 7 p.m., the American Society of Tropical Medicine 
and Hygiene will hold a dinner in celebration of the S0th 
anniversary of its founding, with Dr. Lewis W. Hackett, New 
York, presiding. Friday afternoon there will be a tour of the 
University of Louisville Medical School to which all registrants 
are invited. The joint dinner session of the society and the 
academy is scheduled for Friday, 7 p.m. Dr. Albert B. Sabin, 
Cincinnati, will preside. Dr. William A. Sodeman, Columbia, 
Mo., will deliver the presidential address of the society, “Our 
Future?” The presidential address of the academy, “Unfinished 
Business in Tropical Medicine,” will be delivered by Dr. 
Meleney. 


School Health Association Meets in New York.—The annual 
meeting of the American School Health Association will be 
held Nov. 8-13 at the Hotel New Yorker in New York, joint 
sessions with sections of the American Public Health Associ- 
ation being scheduled Tuesday to Friday. Dr. Guy N. Magness, 
University City, Mo., president, will present his report Monday, 
11 a.m., immediately after a talk, entitled “Tuberculosis Case 
Finding in Schools,” by Dr. William E. Ayling, Syracuse. Partic- 
ipating in the Monday afternoon program will be Dr. Edmund 
P. Fowler, New York, who will discuss “Conservation of Hear- 
ing in Schools” and Dr. Helen C. Newman, Chicago, who will 
speak on mental hygiene in the classroom. Monday, 8:30 p. m., 
Dr. Carl C. Fischer, Philadelphia, will address the school health 
services section on the role of the Advisory Health Council in 
the school health program, and Dr. Donald A. Dukelow, 
Chicago, and Fred V. Hein, Ph.D., A. M. A. consultants in 
school health, will give the “Preliminary Report of the Fourth 
National Conference on Physicians in Schools.” The annual 
banquet will be held Thursday at 6:30 p.m. in the north ball- 
room, where the William A. Howe award will be bestowed on 
Dr. Charles C. Wilson, professor of education and public 
health, Yale University, New Haven, Conn., and greetings from 
the American Public Health Association will be presented by 
jts executive secretary, Dr. Reginald M. Atwater, New York, 


J.A.M.A., Nov. 7, 1953 


College of Cardiology Meets in Cleveland.—The fall meeting 
of the American College of Cardiology will be held at the 
Hotel Statler, Cleveland, Nov. 6-7. The speakers and their 
topics will be: 
Philogenesis and Ontogenesis of Congenital Malformations of the Heart, 
Maurice Lev, Miami Beach, Fla. 
Embryological Development of the Heart and Congenital Abnormalities 
of the Heart (two motion pictures); Cyanosis in Congenital Heart Dis- 
ease (motion picture), Robert F. Rushmer, Seattle. 


Hereditary Aspects of Congenital Heart Disease, Frank R. Hanrahan 
and Henry A. Zimmerman, Cleveland. 


Life Expectancy of Congenital Heart Disease, Richard §S. Gubner, 
Brooklyn. 


Incidence of Congenital Cardiac Malformations, Sidney E. Blumenthal, 
New York. 


Congenital Cardiac Anomalies Associated with Mongolism, Lotte 
Strauss, New York. 


Patent Ductus Arteriosus with Reversal of Shunt, Samuel O. Sapin, 
New York. 


Ectopia Cardis Reversa: A Very Rare Congenital Anomaly of the 
Heart, Bruno Z. Kisch, New York. 


Present Status of Surgery for Pulmonic Stenosis, Robert P. Glover, 
Philadelphia. 

Surgical Treatment of Coarctation of the Aorta, F. Henry Ellis and 
Oscar T. Clagett, Rochester, Minn. 


Surgical Closure of Interventricular Septal Defect, Earle B. Kay, 
Cleveland. 


Surgery of Interatrial Septal Defect, with Special Reference to the Use 
of a Mechanical Heart, F. Dewey Dodrill, Detroit. 


Management of Interatrial Septal Defect, Joseph Gaglione and Henry 
A. Zimmerman, Cleveland. 


Treatment of Infected Patent Ductus Arteriosus, Arthur S. W. Touroff, 
New York. . 
Admission is free for members and fellows of the college 
and for interns, residents, and medical students; registration 
for nonmembers, $3. 


Military Surgeons Meet in Washington.—The Association of 
Military Surgeons of the United States will hold its 60th annual 
meeting at the Statler Hotel, Washington, D. C., Nov. 9-11, 
under the presidency of Rear Adm. Winchell McK. Craig 
(MC), U.S.N.R., Rochester, Minn. The following papers will 
be presented Monday morning in the Presidential Ballroom: 


Recent Advances in Military Medicine, Major Gen. George E. Arm- 
strong, Washington, D. C. 


Military Medicine of the Future, Rear Adm. H. Lamont Pugh, Wash- 
ington, D. C. 


Military Medicine and the Air Force, Major Gen. Harry G. Armstrong, 
Washington, D. C. 


Military Medicine and the U. S. Public Health Service, Surgeon General 
Leonard A. Scheele, Washington, D. C. 
Current Medical and Hospital Program of the Veterans Administration, 
Vice Adm. Joel T. Boone, Washington, D. C. 

At 12:30 p. m. Col. Nell Wickliffe (WMSC), U. S. Army, 
chief, Women’s Medical Specialists Corps, Department of the 
Army, will present a paper, “Recent Contributions of Women 
Medical Specialists to Military Medicine,” after which Colonel 
Jack Buell (MSC), U.S.A.F., special projects officer, Office of 
the Surgeon General, Department of the Air Force, will de- 
scribe “Recent Contributions of Medical Service Corps to 
Military Medicine.” A panel meeting will be held in the Federal 
Room Wednesday, 1:30 p.m., with the following program: (1) 
“Medical Manpower—Needs and Utilization,” Dr. Edward J. 
McCormick, Toledo, Ohio, A. M.A. President; (2) “Medical 
Manpower and Utilization—OSD Viewpoint,” Dr. Melvin A. 
Casberg, Washington, D. C., assistant to the Secretary of 
Defense (health and medical); and (3) “Federal Health Per- 
sonnel—Needs and Utilization,” Brig. Gen. Howard A. Rusk 
(MC), U.S.A.F., New York, chairman, Health Resources Ad- 
visory Committee. Panel discussants include Drs. Morris Fish- 
bein, and Paul R. Hawley, Chicago, Herbert Ramsey, Washing- 
ton, D. C., Chester S. Keefer, Boston, Walter B. Martin, 
Norfolk, Va., A.M.A. President-Elect, and Major Gen. 
Howard McC. Snyder (MC), U. S. Army, Washington, D. C., 
physician to the president. 


Occupational Therapists Meet in Houston.—The American 
Occupational Therapy Association will hold its annual conven- 
tion at the Shamrock Hotel, Houston, Texas, Nov. 13-20. A 
preconference institute on research in occupational therapy will 
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be given Monday, 9 a. m. Dr. Ben L. Boynton, Houston, Texas, 
will serve as moderator for a panel on evaluation of suggested 
research topics. Dr. Stanley W. Olson, dean, Baylor University 
College of Medicine, Houston, will give the address of welcome 
during the general program Tuesday afternoon, which has as 
its subject, “Refining Our Resources.” Dr. Boynton’s speech on 
Wednesday morning will be followed by “Present Treatment in 
Tuberculosis” by Dr. William S. Schwartz, Oteen, N. C. Lt. 
Col. Charles D. Shields, chief, physical medicine service, Brooke 
Army Hospital, Fort Sam Houston, San Antonio, Texas, will 
be moderator for the Wednesday afternoon session when cur- 
rent trends in the treatment of burns will be discussed by a 
representative of the surgical research unit of the hospital. 
Thursday morning Dr. Eugene C. McDanald, Galveston, Texas, 
will have as his subject, “Group Work Practices—Their Appli- 
cation in O. T.” Moderator for the Thursday afternoon session 
will be Dr. Oscar O. Selke Jr., Houston, Texas. Dr. William S. 
Fields, Houston, Texas, will present “Practical Considerations 
in the Treatment of Epilepsy,” and Dr. Margaret Watkins, 
Dallas, Texas, will speak on trends in the treatment of the 
cerebral palsied. Dr. Warren T. Brown, Houston, Texas, will 


noon, at which “Problems and Functions of a Respiratory 
Center” will be presented by Dr. William A. Spencer (and 
staff), Houston, Texas. 


Public Health Association Meeting in New York.—The Ameri- 
can Public Health Association and 40 related groups will meet 
in New York Nov. 9-13. The majority of the sessions will be 
held in the Statler Hotel and the New Yorker. The registration 
fee is $4. A panel on world health and the American people is 
scheduled for the opening day, when a report on the state of 
the world’s health will be given by World Health Organization 
representatives at a luncheon. The first general session will con- 
vene at the Hotel Statler, Wednesday, 8:30 p.m. Addresses of 
welcome will be given by Drs. John F. Mahoney, New York, 
and Herman E. Hilleboe, Albany, commissioner of health of 
New York City and New York State, respectively. Greetings 
from Scotland will be offered by Sir Andrew Davidson. Dr. 
Wilton L. Halverson, San Francisco, will deliver the presi- 
dential address. The second general session, which will be held 
Thursday, 3 p.m., will have as speaker Dr. T. Duckett Jones, 
New York, whose topic will be “Research in the Service of 
Health.” Monday, 9:30 a.m., Dr. Arthur M. Sutherland, New 
York, will discuss “Psychological Impact of Cancer and Cancer 
Surgery,” and Dr. Walter E. Batchelder, Providence, R. I., will 
present “Current Emphasis in the Cancer Control Program of 
the American College of Surgeons” for the Public Health 
Cancer Association. The Conference of Professors of Preventive 
Medicine will have a luncheon and afternoon session Monday 
in the Panel Room, New Yorker Hotel. Dr. R. Percy Vivian, 
Montreal, Canada, will speak on advances in the teaching of 
preventive medicine (intramural) and Dr. Henry J. Bakst, 
Boston, will present extramural advances. Dr. John P. Hubbard, 
Philadelphia, will give “Highlights of the World Conference on 
Medical Education: Section on Preventive and Social Medi- 
cine.” Tuesday morning speakers before the industrial hygiene 
section will include Drs. Joseph E. Martin Jr., Elkins, W. Va., 
Herbert K. Abrams, Berkeley, Calif., and Irving R. Tabershaw, 
Forest Hill, N. Y. “Training Physicians for School Health 
Service” will be considered by Drs. Robert W. Culbert Jr. and 
Harold Jacobziner, New York, and Philip Ollstein, Brooklyn, 
for the school health section at the Statler Hotel. Tuesday after- 
noon the epidemiology section will hear Dr. James K. Shafer, 
Washington, D.C., outline “Ten Years of Progress in the Treat- 
ment of Syphilis,” and Drs. Theodore Rosenthal and Abraham 
Oppenheim, New York, discuss “Epidemiology of Cancer.” 
Friday morning Dr. George G. Reader, New York, will talk on 
organization and development of a comprehensive care program 
before the medical care section, and Dr. George A. Silver, New 
York, will give “The Family Health Maintenance Demon- 
stration.” Among the participants in the second special session, 
which will close the meetings Friday, 2:30 p.m., in the ball- 
room of the Statler with a panel entitled “Public Health— 
Product of Community Action,” will be Drs. Reginald M. 
Atwater, New York, moderator, Harold M. Erickson, Portland, 
Ore., John D. Porterfield, Columbus, Ohio, and George Rosen 
and Samuel M. Wishik, New York. 


act as moderator for the closing program Friday, 9 a.m. to 12 — 


MEDICAL NEWS 965 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1953 Clinical Meeting, St. Louis, Dec 1-4, 

1954 Annual Meeting, San Francisco, June 21-25. 

1954 Clinical Meeting, Miami, Florida, Nov. 30-Dec. 3. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10, 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, Palmer House, 
Chicago, Dec. 5-10. Dr. John E. Rauschkolb, P. O. Box 6565, Cleve- 
land 1, Secretary. 

AMERICAN ACADEMY OF OBSTETRICS AND GYNECOLOGY, Netherland Plaza 
Hotel, Cincinnati, Dec. 14-16. Dr. C. Paul Hodgkinson, 116 South 
Michigan Blvd., Chicago 3, Secretary. 

AMERICAN ACADEMY OF TROPICAL MEDICINE, Brown Hotel, Louisville, Ky., 
Nov. 12-14. Dr. E. Harold Hinman, University of Puerto Rico, School 
of Medicine, San Juan 22, P. R., Secretary. 

AMERICAN Pustic HEALTH ASSOCIATION, Hotel New Yorker and Hotel 
Statler, New York, Nov. 9-13. Dr. Reginald M. Atwater, 1790 Broad- 
way, New York 19, Executive Secretary. 

AMERICAN SCHOOL HEALTH ASSOCIATION, Hotel New Yorker, New York, 
Nov. 9-13. Dr. A. O. DeWeese, 515 East Main St., Kent, Ohio, Sec- 
retary. 

AMERICAN SOCIETY OF TROPICAL MEDICINE AND HyGieNe, Brown Hotel, 
Louisville, Ky., Nov. 12-14. Dr. John E. Larsh Jr., University of North 
Carolina, School of Public Health, Chapel Hill, N. C., Secretary. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED States, Hotel Statler, 
Washington, D. C., Nov. 8-11. Dr. R. R. Sayers, Armed Forces Insti- 
tute of Pathology, Washington 25, D. C., Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL DISEASES, Hotel 
Roosevelt, New York, Dec. 11-12. Dr. Clarence C. Hare, 710 West 
168th St., New York 32, Secretary. 

CONFERENCE OF PUBLIC HEALTH VETERINARIANS, Hotel New Yorker, New 
York, Nov. 9. Dr. James Lieberman, U. S. Public Health Service, 
Washington 25, D. C., Secretary. 

CONGRESS OF NEUROLOGICAL SURGEONS, Roosevelt Hotel, New Orleans, 
Nov. 12-14. Dr. B. W. Cannon, 1092 Madison Ave., Memphis, Tenn., 
Secretary. 

INTER-SocieTty CyToOLoGy CounciL, Philadelphia, Nov. 19-20, Dr. Paul F. 
Fletcher, 634 North Grand Blvd., St. Louis 3, Secretary. 


NATIONAL SOCIETY FOR CRIPPLED CHILDREN AND ADULTS, Palmer House, 
Chicago, Nov 12-14. Mr. Lawrence J. Linck, 11 South LaSalle St., 
Chicago 3, Secretary. 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, New York, Dec. 18. 
Dr. Franklin M. Foote, 1790 Broadway, New York 19, Executive 
Director. 

NortH Paciric SURGICAL ASSOCIATION, Victoria, B. C., Nov. 20-21. Dr. 
John A. Duncan, 509 Olive Way, Seattle, Secretary. 


RADIOLOGICAL SOCIETY OF NORTH AMERICA, Palmer House, Chicago, Dec. 
13-18. Dr. Donald S. Childs, 713 East Genesee St., Syracuse 2, N. Y., 
Secretary, 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

MicuiGcaNn, H. H. Rackham Auditorium, Ann Arbor, Dec. 5. Dr. H. 
Marvin Pollard, 1313 East Ann St., Ann Arbor, Governor. 

Mipwest—ILL., IND., lowa, MINN., Wis.—Hotel Schroeder, Milwaukee, 
Nov. 21. Dr Francis D. Murphy, 536 West Wisconsin Ave., Mil- 
waukee 3, Chairman. 

NortH Carouina, Chapel Hill, Dec. 3. Dr. Elbert L. Persons, Duke 
Hospital, Durham, Governor. 

REGIONAL MEETINGS, AMERICAN RHEUMATISM ASSOCIATION: 

OHIO AND WESTERN PENNSYLVANIA, Mayflower Hotel, Akron, Ohio, Noy. 
11. Dr. Roger Q. Davis, 1405 Goodyear Blvd., Akron 5, Ohio, Chair- 
man. 

SOUTHERN CALIFORNIA PsycCHiatric Society, Hotel Statler, Los Angeles, 
Nov, 14. Dr. Jerome M. Kummer, P. O. Box 305, Santa Monica, 
Secretary. 


SOUTHERN SURGICAL ASSOCIATION, The Homestead, Hot Springs, Va., 
Dec. 8-10. Dr. John C. Burch, 2112 West End Ave., Nashville 5, Yenn., 
Secretary. 

WESTERN SURGICAL ASSOCIATION, The Drake, Chicago, Dec. 3-5. Dr. 
Michael Mason, 154 East Erie St., Chicago 11, Secretary. 


FOREIGN 


ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, Leeds, England, 
May 13-15, 1954. Dr. Henry W. S. Wright, 45 Lincoln’s Inn Fields, 
London W.C.2, England, Honorary Secretary. 

BritisH MEDICAL ASSOCIATION, Glasgow, Scotland, July 1-9, 1954. Dr. 
A. MaCrae, B.M.A. House, Tavistock Square, London, W.C.1, England, 
Secretary. 
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CANADIAN MEDICAL ASSOCIATION, Vancouver, B. C., Canada, June 18-22, 
1954. Dr. T. C. Routley, 135 St. Clair Ave. W., Toronto 5, Ont., Canada, 
General Secretary. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 


CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
NESS, New York, = . S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 


CONGRESS OF INTERNATIONAL SOCIETY OF SuRGERY, Paris, France, May 
21-22, 1954. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium, 
General Secretary. 


INTERNATIONAL CANCER CONGRESS, Sao Paulo, Brazil, July 23-29, 1954. 
Prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
President. 


INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 15-19, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 


INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, St. Louis 10, Missouri, U. S. A., Chairman, 
Committee on Arrangements. 


INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 


INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 


INTERNATIONAL CONGRESS OF THE HisToRY OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 


INTERNATIONAL CONGRESS OF NHYDROCLIMATISM AND THALASSOTHERAPY, 
Dubrovnik, Yugoslavia, May 8-16, 1954. Prof. C. Plavsic, Zeleni Venac 
1, Belgrade, Yugoslavia, Secretary General. 


INTERNATIONAL CONGRESS OP INDUSTRIAL MEDICINE, Naples, Italy, Sept. 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee 


INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-General. 


INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Sao 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 
Drive, Chicago, Illinois, U. S. A., Secretary-General. 


INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International we on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada 


INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 
14-18, 1954. For information write: Dr. M. van Eekelen, Centraal 
Instituut voor Voedingsonderzoek T.N.O., 61 Catharynesingel, Utrecht, 
Netherlands. 


INTERNATIONAL CONGRESS ON OBSTETRICS AND GYNECOLOGY, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité Hopital 
Cantonal, Geneva, Switzerland, President. 


INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 10-11, 1954, and Waldorf- 
Astoria, New York, N. Y., S. A., Sept. 12-17, 1954. Dr. William L. 
Benedict, 100 First Avenue Building, Rochester, Minnesota, U. S. A., 
Secretary-General. 


INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 


INTERNATIONAL CONGRESS OF PsyCHOLOGY, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H. S. Langfeld, International Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 


INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 


INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 


INTERNATIONAL POLIOMYELITIS CONGRESS, Rome, Italy, Sept. 6-10, 1954, 
Mr. Stanley E. Henwood, 120 Broadway, New York 5, N. Y., 
Executive Secretary. 


INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Societe Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 


INTERNATIONAL SOCIETY PoR CELL BroLoGcy, Leiden, Netherlands, Sept. 2-9, 
1954, Professor Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 
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INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basle, Switzerland, Secretary-General. 

JOURNEES MEDICALES, Paris, France, April 21-25, 1954. For information 
write: Secretariat of the Journees, 12, rue Pierre-Geofroix, Colombes 
(Seine) France. 


LATIN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY, Caracas, Venezuela, 
Feb. 21-25, 1954. Dr. Victorino Marquez Reveron, Centro, Medico, 
Caracas, Venezuela, Secretary-General. 


Paciric SCIENCE CONGRESS, Quezon City and Manila, Philippines, Nov. 16- 
28. Dr. Patrocinio Valenzuela, College of Pharmacy, University of the 
Philippines, Quezon City, Philippines, Secretary-General. 


PaN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
GOLOGY, Mexico, D.F., Mexico, Feb. 28-March 4, 1954. Dr. Pedro 
Hernandez Gonzalo, 8 No. 358, Vedado, Havana, Cuba, General 
Secretary. 


PaN AMERICAN MEDICAL ASSOCIATION, International Medical Cruise Con- 
gress, S. S. Nieuw Amsterdam, Jan. 6-22, 1954. Dr. Joseph J. Eller, 
745 Fifth Avenue, New York 22, N. Y., U. S. A., Executive Director. 


Pan-PaciFic SURGICAL CONGRESS, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bldg., Honolulu 13, Hawaii, Director 
General. 


Persian Mepicat Society, Dhahran, Saudi Arabia, Dec. 7-8. Dr. 
N. J. Conan Jr., Department of Internal Medicine, Arabian American 
Oil Company, Dhahran, Saudi Arabia, Secretary. 


SECTIONAL MEETING, AMERICAN COLLEGE OF SuRGEONS, London, England, 
May 17-19, 1954. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 
Iil., U. S. A., Secretary. 


SOUTH AMERICAN CONGRESS OF ANGIOLOGY, Sao Paulo, Brazil, July 1954, 
For information write: Dr. Rubens Carlos Mayall, Rua Senador Ver- 
gueiro 73, Rio de Janeiro, Brazil, S. A. 


Wor_p CONGRESS OF CARDIOLOGY, Washington, D. C., and Bethesda, Md., 
U. S. A., Sept. 12-17, 1954. Dr. L. W. Gorham, 44 Easi 23d St., New 
York 10, N. Y., U. S. A., Secretary-General. 


WorLD CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFARE OF 
CrippLes, The Hague, Netherlands, Sept. 13-17, 1954. For information 
write: D. C. Schaap, Centrale Vereniging, Apeldoorschweg 51, Arnhem, 
Netherlands. 


WorRLD FEDERATION OF OCCUPATIONAL THERAPISTS, Edinburgh, Scotland, 
August 17, 1954, 


Wori_D MEDICAL ASSOCIATION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A, 
Secretary-General. 


EXAMINATIONS 
AND LICENSURE 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various Centers, July 16, 
1954. Sec., Dr. Curtiss B. Hickox, 80 Seymour St., Hartford 15. 


AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Chicago, Nov. 30-Dec. 
2. The closing date for acceptance of applications was April 1. Writ- 
ten. October 19. The closing date for acceptance of applications was 
May 1. Exec Sec.-Treas, Dr. William A. Werrell, 1 West Main St., 
Madison 3. 


AMERICAN BOARD OF NEUROLOGY AND PsycuHiatry: Psychiatry and Neurol- 
ogy. Dec. 14-15. Applications no longer being accepted. Chicago, April 
29-30. Final date for filing application is Feb. 1. Sec., Dr. David A, 
Boyd, Jr., 102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: yoyo examination 
and review of case histories for all candidates will be h in various 
cities of the United States, Canada, and military pa B a outside the 
continental United States on Feb. 5. Case abstracts are to be sent by 
the candidate to the Secretary as soon as possible after receiving notifica- 
tion of eligibility to the Part I written examination. Application for 
reexamination in Part Il must be made prior to Feb. 1 of any year. Sec., 
Dr. Robert L. Faulkner, 2105 Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Written. Various Centers, January 
25-26, 1954. Final date for filing applications was July 1. Sec., Dr. 
Edwin B. Dunphy, 56 Ivie Road, Cape Cottage, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Part II, Chicago, Jan. 20-22 
Final date for filing application was August 15. Final date for filing 
application for Part I is Nov. 30. Sec., Dr. Harold A. Sofield, 122 S. 
Michigan Ave., Chicago 3. 

AMERICAN BOARD OF PepiaATRiIcs: Oral. Indianapolis, Dec. 4-6. Exec. 
Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 


AMERICAN BOARD OF RaApDIOLOGY: Oral. Radiology, Roenitgenology, Diag- 
nostic Roentgenology and Therapeutic Radiology. Chicago, Dec. 6-11. 
Final date for filing application was July 1. Sec., Dr. B. R. Kirklin, 102- 
110 Second Ave. S.W., Rochester, Minn. 
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DEATHS 


Swift, Homer Fordyce ® New York City; born in Paines 
Hollow, N. Y., May 5, 1881; University and Bellevue Hospital 
Medical College, New York, 1906; formerly assistant in 
pathology and instructor in dermatology at his alma mater; 
associate professor of medicine at Columbia University 
College of Physicians and Surgeons, 1914-1917, and Cornell 
University Medical College, 1917-1919 (on leave); joined the 
Rockefeller Institute in 1919 as an associate member, was 
made a member in 1922 and served in this capacity until 
1946 when he became a member emeritus; served in France 
during World War I and was a member of the American Red 
Cross Trench Fever Commission; consultant to the Secretary 
of War during World War II; chairman of the general ad- 
visory committee for the cardiac program of the New York 
State Department of Health since 1941; chairman of the 
American Council on Rheumatic Fever, 1945-1946; member 
of the Association of American Physicians, American Society 
for Clinical Investigation of which he was president in 1928, 
New York Academy of Medicine, Society of American 
Bacteriologists, American Society of Immunology and _ the 
Harvey Society, serving as its president in 1925-1926; in May, 
1953, the American Rheumatism Association bestowed on him 
its distinguished service award for research in rheumatic fever; 
a member of the Alpha Tau Omega, Nu Sigma Nu, Theta 
Nu Epsilon and Alpha Omega Alpha; fellow of the American 
Association for the Advancement of Science; assistant resident 
physician, 1910-1912, resident physician, 1912-1914, and 
physician to the Hospital of Rockefeller Institute for Medical 
Research, 1942-1946, when he became an emeritus member; 
member of the Council of the New York University from 
1942 to 1946; member of the board of directors of the 
Russell Sage Institute of Pathology from 1923 to 1948; Kober 
lecturer, Georgetown University Medical School, Washington, 
D. C., in 1949; contributor to “Forchheimer’s Therapeusis of 
Internal Diseases,” “Musser and Kelly’s Practical Treatment,” 
“Nelson's Loose-Leafi Medicine,” “Oxford Loose-Leaf Medi- 
cine,” “Cecil’s Text-Book of Medicine,” and “Mycotic In- 
fections of Men” (Dubos); received the honorary doctor of 
science degree from New York University in 1931; recipient 
of medallion of meritorious service award given by the 
Alumni Federation of New York University in 1933; died 
Sept. 24, aged 72. 

Golub, Jacob Joshua ® New York City; born in Russia 
July 25, 1891; Boston University School of Medicine, 1915; 
medical director and executive vice-president of the Hospital 
for Joint Diseases, for 23 years, from 1929 until his retire- 
ment in March, 1952: was in the field of hospital adminis- 
tration and hospital planning for 36 years; physician in the 
U. S. Public Health Service from 1918 to 1920; medical and 
health commissioner for Volhynia, Ukraine, of the American 
Joint Distribution Committee from 1921 to 1923 when he 
went to Poland in a similar capacity; served on other overseas 
missions for the committee, and at the time of his death was 
chairman of its health committee for war stricken areas; in 
1924-1925 and again in 1928-1929 medical director of the 
Beth Moses Hospital in Brooklyn; assistant director of the 
Mount Sinai Hospital, 1926-1927; consultant in planning of 
the Rothschild-Hadassah Hospital and Hebrew University 
Medical School in Jerusalem, Palestine; since 1939 a member 
of the New York Saratoga Springs Authority and Commis- 
sion; vice-president of the Hospital Council of Greater New 
York and for several years was the chairman of the master 
plan committee; member of the council on hospital planning 
of the American Hospital Association; member of the New 
York State Committee of the National Association for 
Practical Nurse Education, New York Academy of Medicine, 
American Public Health Association and the New York 
Hospital Association; charter member of the American 
Association for Hospital Consultants; died in Mount Sinai 
Hospital Sept. 23, aged 62. 


®) Indicates Member of the American Medical Association, 


Andronis, Nicholas, Galveston, Texas; University of Texas 
School of Medicine, Galveston, 1918; formerly on the faculty 
of his alma mater; served as secretary of the Galveston 
County Medical Society; for many years associated with the 
U. S. Public Health Service; died in Houston May 19, aged 
62, of cancer of larynx with metastasis to regional lymph 
nodes and liver. 


Bean, John Lacy, Vinita, Okla.; St. Louis College of Physi- 
cians and Surgeons, 1899; died Sept. 5, aged 78, of cerebral 
thrombosis and fracture of hip. 


Black, Allan Brown, Paulsboro, N. J.; Hahnemann Medical 
College and Hospital of Philadelphia, 1896; died Aug. 26, 
aged 78, following an operation for adenocarcinoma of the 
stomach. 


Bobo, Arlington Henry © Covin, Ala.; University of Alabama 
School of Medicine, Mobile, 1911; formerly practiced in 
Demopolis, where he was director of the Commercial National 
Bank; died in McNease and Robertson Hospital in Fayette, 
Sept. 1, aged 67. 


Brown, Homer Scott ® Sutton, W. Va.; College of Physicians 
and Surgeons, Baltimore, 1908; died Sept. 24, aged 72, of a 
heart attack. 


Brummette, James Sutton @ Lieut. Col., U. S. Army, retired, 
Orlando, Fla.; University of Louisville (Ky.) Medical Depart- 
ment, 1909; served during World Wars I and II; retired 
March 31, 1942; died in the Walter Reed Army Hospital, 
Washington, D. C., May 20, aged 70, of carcinoma of the 
bladder. 


Clymer, George, Longmeadow, Mass.; Harvard Medical 
School, Boston, 1911; member of the New England Society 
of Psychiatry; served on the staff of the Massachusetts 
General Hospital in Boston; died Aug. 4, aged 70, of cancer 
of the liver. 


Cook, Frances Helen ® Chicago; Bennett Medical College, 
Chicago, 1911; died in Women and Children’s Hospital Sept. 
29, aged 80, of carcinoma of the breast. 


Curtis, Alfred Lee, Atlanta, Ga.; Atlanta Medical College, 
1891; also a druggist; died Aug. 28, aged 83, of uremia. 


Dayton, George Farbridge ® New York City; Friedrich- 
Wilhelms-Universitat Medizinische Fakultat, Berlin, Germany, 
1909; served on the staffs of the Mount Sinai and Lincoln 
hospitals; died Sept. 21, aged 65, of embolism. 


Dewey, Leonard Adolph ® Seattle; University of Nebraska 
College of Medicine, Omaha, 1928; specialist certified by the 
American Board of Preventive Medicine and Public Health; 
served during World War II; chief of the division of epidemi- 
ology and venereal disease control, Washington State Depart- 
ment of Health; formerly epidemiologist for the New Mexico 
Board of Health; died in Swedish Hospital Sept. 8, aged 50, 
of amyotrophic lateral sclerosis. 


Steele, Edson Hun ® Los Angeles; Albany (N.Y.) Medical 
College, 1919; associate clinical professor of psychiatry at 
College of Medical Evangelists; specialist certified by the 
American Board of Psychiatry and Neurology; fellow of the 
American College of Physicians; member of the American 
Psychiatric Association; served during World War I; affiliated 
with Los Angeles County Psychopathic Hospital; died June 
23, aged 58, of subarachnoid hemorrhage. 


Stewart, John Noel ® Santa Maria, Calif.; University of 
Nebraska College of Medicine, Omaha, 1932; died July 18, 
aged 44, of carcinoma of the pancreas. 


Worley, John R. ® Dallas, Texas; University Medical College 


of Kansas City, Mo., 1909; died June 26, aged 74, of cerebral 
thrombosis. 
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GOVERNMENT SERVICES 


ARMY 


Colonel Ash Receives Award.—At the annual meeting of the 
American Society of Clinical Pathologists in Chicago, Oct. 
12-16, Col. James E. Ash (MC) retired, Washington, D. C., 
received the Ward Burdick award, a gold medal in memory of 
Dr. Ward Burdick, first secretary of the society, who died 
in office in 1928. This award is bestowed on the person judged 
to have made outstanding contributions to clinical pathology, 
and it was presented to Dr. Ash for his work in establishing 
an educational program for tumor and tissue diagnosis, which 
has been of great aid to clinical pathologists. After a meet- 
ing with Dr. Frederick Lamb of Davenport, Iowa, Dr. Ash, 
then curator of the Army Medical Museum, gave considera- 
tion to the problems that Dr. Lamb outlined and suggested 
that the museum might be used for preparation of material 
to be sent to pathologists. Dr. Ash was instrumental in 
building up the annual slide seminars now conducted in each 
state, which are credited with improving the diagnostic ability 
of pathologists. Since the institution of this educational pro- 
gram, membership in the society has grown from 15 to 900 
members in 20 years. 


Staff Program at Medical Center in Texas.—Dr. James G. 
Golseth, associate professor of physical medicine, University 
of Southern California, Los Angeles, and a specialist in elec- 
tronics as applied to that field, was the principal speaker before 
the staff at the Brooke Army Medical Center, Fort Sam 
Houston, Texas, on Oct. 15. His subject was the problem of 
peripheral nerve and anterior horn cell lesions in military 
medicine. Dr. Golseth discussed the use of electromyography 
in military medicine with special application to peripheral 
nerve lesions. Lieut. Col. John H. Kuitert, chief of the physical 
medicine service at Brooke Army Medical Center, opened the 
program with statistics and other data establishing the prob- 
lem. Lieut. Col. George J. Hayes, chief of the hospital’s neuro- 
surgery section, discussed the emergency management of 
injuries of the extremities with peripheral nerve involvement. 


Personal.—Co]. Ernest A. Brav of Philadelphia was recently 
named chief of the Walter Reed Army Hospital orthopedic 
service in Washington, D. C. For the past three years, he 
served in the same position at Letterman Army Hospital, 
San Francisco, and during that time, he also was an assistant 
professor of orthopedic surgery at Stanford University. 
Col. Edwin S. Wallace (MC), has been named executive officer 
at Brooke Army Medical Center, Fort Sam Houston, Texas. 


NAVY 


Surgeon General’s Symposium.—The surgeon General's Sym- 
posium for senior officers of the medical department will 
be held at the National Naval Medical Center, Bethesda, Md., 
Nov. 5-7. The symposium affords an opportunity for officers 
commanding the Naval medical department facilities through- 
out the world to meet and discuss problems associated with 
the efficient operation of the Navy medical department. Per- 
sonnel procurement, finance, hospital administration, planning 
and logistics, the problems of a current and recurrent nature 
associated with the operation of a military medical depart- 
ment, and the latest developments in military medicine will be 
presented. The Assistant Secretary of Defense for Health and 
Welfare, Dr. Melvin A. Casberg, the Surgeon General, Rear 
Adm. Lamont Pugh, the Commanding Officer, National Naval 
Medical Center, Rear Adm. Leslie O. Stone, the assistant chief, 
Bureau of Medicine and Surgery, Rear Adm. Clarence J. 
Brown, and Rear Adm. Daniel W. Ryan, Dental Corps, chief 
of the dental division, among others, will participate. Panel 
discussions of the three day symposium will be held during 
the afternoon sessions. 


PUBLIC HEALTH SERVICE 


Personal.—Dr. Howard A. Rusk, chairman, Department of 
Rehabilitation and Physical Medicine, New York University 
College of Medicine, has been appointed to serve on the Na- 
tional Advisory Arthritis and Metabolic Diseases Council, 
Surgeon General Scheele announced Oct. 16. 


VETERANS ADMINISTRATION 


Grants for Wheelchair Homes for Veterans.—Federal grants 
for wheelchair homes totaling more than 29 million dollars 
have been made to 3,123 seriously disabled veterans, includ- 
ing those of the Korean conflict, the Veterans Administration 
announces. Another 1,735 veterans have received preliminary 
approval for such grants. All veterans of war or peacetime 
service since 1898 who cannot get about without the aid of 
such devices as wheelchairs, braces, crutches, and canes, may 
be entitled to these special grants. These veterans must be 
entitled to compensation for permanent and total service- 
connected disability for the loss, or loss of use, of both legs 
due to certain specified conditions. The VA defrays 50% of 
the cost of wheelchair homes for eligible veterans up to a 
maximum of $10,000 under grants first authorized by Con- 
gress in 1948. Such special features as ramps, doorways that 
will accommodate a wheelchair, special bathroom fixtures, 
and exercise rooms equipped to meet the needs of the in- 
dividuals are incorporated into these homes. The grants may 
be used in several ways. The veteran may buy a lot and 
build on it, remodel his present home to suit his needs, or 
apply the grant against his mortgage if he already has a suit- 
able home. As of Aug. 31, a total of 6,167 veterans had 
made applications for the grant. The VA gave preliminary 
approval to 4,858. 


Residencies Available.—Vacancies are available for residents 
in head and neck surgery and otolaryngology at the Veterans 
Administration Hospital, 130 West Kingsbridge Road, Bronx 
68, New York. The residency is approved for three years and 
is supervised by consultants from affiliated medical schools. 
A basic science course is included in this program. Instruction 
during the three years also includes endoscopy, allergy and 
plastic surgery of the nose. Salaries range from $2,640 to 
$3,300 per annum. Veterans receive preference, but appli- 
cants need not be veterans. For information write to Liaison 
Officer, Deans Committee, Veterans Administration Hospital, 
130 West Kingsbridge Road, Bronx 68, N. Y. 


Geriatrics Symposium.—A two day geriatrics symposium spon- 
sored by the Veterans Administration and the Peninsula 
Academy of Medicine was held at Chamberlin Hotel, Old 
Point Comfort, Virginia, Sept. 24-25. Among those on the pro- 
gram were Drs. Edward J. Stieglitz, Washington, D. C.; Lloyd 
Thompson, Winston-Salem, N. C.; George M. Piersol, Phila- 
delphia; Walter O. Klingman, Charlottesville, Va.; Reno R. 
Porter, Richmond, Va.; and I. Jay Brightman, Albany, N. Y. 
The program on Sept. 25 was comprised of contributions of 
physical medicine and voeational rehabilitation, cardiovascu- 
lar conditions in the aged, and certain surgical aspects, includ- 
ing management of amputees. 


Personal.—Dr. Claud E. Carter has been appointed manager 
of the Veterans Administration Hospital at Fort Bayard, N. 
Mex. Dr. Carter was formerly chief of professional services 
at the 222-bed tuberculosis hospital at Fort Bayard. 
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FOREIGN LETTERS 


BRAZIL 


Surgery of Duodenal Ulcers of the Posterior Wall.—There 
are still several problems related to the surgical treatment of 
duodenal ulcers penetrating into the capsule or even the 
parenchyma of the pancreas. In order to contribute to a better 
understanding of these problems, Dr. Piragibe Nogueira and 
Dr. Luis Barker, assistant professors of clinical surgery at 
the Sao Paulo State University, dissected 17 of 22 specimens 
sent to them by the department of pathology and reported 
their findings in Revista Brasileira de Medicina (42:405, 1953). 
They pointed out that the dissection of the posterior wall of 
the duodenum below the ulcer’s crater should be limited to 
1 cm. or a litthke more. This is because the nutrition of the 
duodenum, from the aboral half of its first portion, depends 
exclusively on vessels, well separated and not forming an 
anastomotic net, that originate at the duodenopancreatic 
arcades and penetrate into the duodenum. The dissection 
should be made between the submucous and muscular layers, 
because by this means it is performed in the thickness of the 
posterior duodenal wall. This dissection is easily performed, 
avoids trauma of the pancreas, and keeps far from the 
common duct and the accessory pancreatic duct. Besides, it 
has the great advantage of avoiding the ligature of any of 
the two arteries of the upper pedicle (branches of the gastro- 
duodenal artery). This opinion is based on their finding, in 
the 17 dissections they have performed, that frequently there 
is a marked predominance of the arteries of the upper pedicle 
in the arterial nutrition of the duodenum. The predominance 
was of such a degree that in 4 out of 17 cases the ligature 
of the anterior artery of the upper pedicle would cause cir- 
culatory deficiency in the first and second portions and even 
in a part of the third portion, reducing blood supply. 

The authors believe that many patients reported as having 
had acute pancreatitis who died in the immediate postoperative 
period of extensive and deep penetrating duodenal ulcers had 
necrosis caused by the ligature of one or both arteries of the 
upper pedicle in the presence of a limited blood supply to 
the lower pedicle. During their study they found out that 
necrosis may be caused either by the small diameter of the 
arteries of the lower pedicle or by the absence of arcades 
and sufficient anastomoses between the two pedicles. This 
fact is in favor of the submucous dissection procedure, which 
protects the branches of the gastroduodenal artery. 


Improvements in Indications for Pneumonolysis.—Drs. 
Octavio Nebias, E. J. Zerbini, and B. Fleury de Oliveira 
reported to the Associagao Paulista de Medicina on improve- 
ments in the indications for pneumonolysis (Jacobeus’ opera- 
tion). In their practice at the Sao Luis Gonzaga Hospital of 
Jagana, Sao Paulo, they used the operation from 1936 to 
1951 in a total of 1,882 cases. Until 1941, every pleural 
adhesion was considered an indication for cautery regardless 
of the kind of lung collapse and the evolution of the tuber- 
culous lesion. The operation would be performed as soon as 
possible and the number, breadth, and shape of the adhesions 
were never contraindications for their section. Under these 
conditions, 664 operations were performed, with 64.8% good 
results and 35.2% fair or bad results. The following com- 
plications were observed: pleural effusion, 28%; pleural 
symphysis, 13.3%; empyema, 7.5%; and bleeding, 5.7%. To 
improve these results, some modifications were introduced in 
the indications for pneumothorax and cautery pneumonolysis. 
The cortical and insufflated cavities as well as the strong and 
large pleural adhesions were not considered indications for 
pneumonolysis and the operation was not performed unless 
the evolution of the pulmonary lesion could be evaluated. In 
200 consecutive cases of this second group, 73.5% obtained 


The items in these letters are contributed by regular correspondents in the 
various foreign countries. 


good results and 26.5% fair and bad results, with the follow- 
ing complications: pleural effusion 16%, pleural symphysis 
2.5%, and hemorrhage, 3%. 


Pathogenesis of Inguinal Hernia.—Several papers in the 
medical literature on the cause of inguinal hernia have sug- 
gested a definite relationship between this condition and some 
modification of the pelvic shape. Drs. Fabio S. Goffi, Guil- 
herme M. Leite, and P. Lacerda Pinto, of the department of 
experimental surgery, Sao Paulo State University, published 
in Revista Paulista de Medicina (43:1, 1953) a study on 76 
men in whom measurements of the pelvic diameters were 
made. These men were (1) patients with indirect inguinal 
hernia (34); (2) patients with direct inguinal hernia (21): and 
(3) patients without inguinal hernia (23). The results were 
studied statistically by means of the ¢ Student’s test, no 
significant difference having been found between the length 
of each diameter in those three groups. Measurements of the 
level of insertion of the lower fibers of the obliquus internus 
muscle were taken on patients with inguinal hernia who were 
operated on. There was no significant difference in the level 
of origin of the lowest fibers from the inguinal ligament in 
the two groups with direct or indirect hernia. However, there 
was a Significant difference in the levels of the medial in- 
sertion of the lowermost fibers of the obliquus internus 
muscle. In the patients with direct hernia, that level was 
higher than in patients with external oblique hernia. 


Eosinophilic Granuloma of the Skin.—Dr. Jorge Lobo, of 
the University of Recife, Pernambuco, described a case of 
eosinophilic granuloma of the skin that he believes is the 
first of its kind to be reported in South America. A 47-year- 
old woman had a generalized malignant tumor and died 10 
months after the onset. The disease as described showed a 
marked similarity with the condition described by Wiedman 
in 1947, and did not follow the perioral pattern presented by 
Nanta, Pautrier, and Labourgade. The most important histo- 
logical feature of the case was a polymorphous granulomatous 
State with numerous eosinophils with phagocytosis of hemo- 
siderin, and a marked perivascular infiltration and thickening 
of the intima of the blood vessels. In addition epithelioid cells 
and gigantocytes were observed. Foamy cells were not ob- 
served. The author considered his case to be closely related 
to the reticuloses. The differential diagnosis should be made 
from erythema elevatum diutinum, from which the condition 
described by Dr. Lobo differs in the predominance of eosino- 
phils over neutrophils. 


CHILE 


Pressure Reactions to Effort and to Cold.—In Revista Medica 
de Chile for April, 1953, Prof. L. Herve and Dr. G. Kunst- 
mann report a study of 138 persons with normal cardio- 
vascular systems. Persons over 60 and under 16 years of age 
were eliminated. The average age was 32.4 years. There were 
91 men and 47 women. In all persons, a strict check-up was 
made to eliminate those with possible cardiovascular lesions. 
This check-up included personal and family history, physical 
examination, radiologic tests, and neurological, electrocardio- 
graphic, and eye fundi examination. No blood pressure read- 
ing was performed until at least 22 hours after the person 
had eaten and 1 hour after he had smoked a cigarette. Read- 
ings were performed at various intervals to eliminate psychic 
reactions. Hines classic cold pressure test was performed. 
Pressures were read every minute during the first five minutes 
and every five minutes during the next 15 minutes. A standard 
effort test was made. The frequency of the readings was 
similar to that in the former method. 

The results of the measure of blood pressure in the superior 
and inferior extremities were similar to those obtained by 
other authors. The systolic pressure was generally 10 mm, 
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higher in the tibial than in the humeral artery. It has a 
tendency to increase with age, but this increase is greater in 
the inferior extremities. The diastolic pressure (oscilometric 
method) is slightly lower in the inferior than in the superior 
limbs. The median blood pressure was practically the same 
in the humeral and in the tibial arteries. Postural changes 
produce great tensional variations. The change from the 
dorsal decubitus to the vertical position produces an increase 
in the systolic pressure, in the tibial region, of 88 mm. and 
in the diastolic reading of 67 mm. This increase is greater 
in tall persons. Systolic pressure in the arm did not show 
important variations with the change of posture, whereas the 
diastolic pressure showed an 8 mm. increase. The results 
obtained with the pressure tests can be summarized in the 
following manner: 

Effort Test—The effort test was performed in 54 normal 
subjects. The analysis of the data reveals certain differences 
in the tensional reactions of the superior and inferior ex- 
tremities. In the arm, there is always a hypertensor reaction 
of the systolic reading, whereas, in the lower limb, there is 
an absence of systolic hypertension in some cases (7.4%) and 
even a decrease of the reading in certain other cases (5.5%). 
The diastolic readings were subject to even greater variations 
than the systolic. In the lower limb, increase was present in 
27.7% of the cases, no change was registered in 33.3%, and 
a decrease was present in 38.8%. The humeral readings 
showed an increase of 50%; 18.5% of the persons tested 
showed no change and 31% had a lowering of the diastolic 
pressure. 

Cold Pressure Test-—This test was performed in 53 persons. 
The changes in the maximum pressure are, in general, greater 
in the inferior extremities than in the superior. The variations 
of the diastolic readings, however, are rare and very similar 
in the superior and inferior limbs. In 55% of the subjects, 
there was a normal reaction in both the superior and inferior 
extremities. Hyperreaction of both the superior and inferior 
limbs was present in 26.4%; hyperreaction of the arms and 
normoreactions of the feet was present in 5.6%. Hyper- 
reactions of the inferior extremities and normal readings of 
the humerals were present in 13.2%. 

After trying to establish some relationship between the 
effort and cold tests, the authors conclude that the reactions 
to effort are different from those to cold inasmuch as their 
intensity and their duration are greater and longer. These 
tensional variations are not, however, statistically significant. 


Chronic Nonspecific Ulcerative Colitis—After analyzing < 
symptomatology of this clinical entity, Dr. H. Orrego and 
associates go on to study its pathological anatomy and radio- 
logic and rectosigmoidoscopic features. In the group studied, 
the ages varied between 28 and 59 years. The duration of 
symptoms prior to consultation was from 10 years, the longest, 
and 10 days, the shortest. Endamoeba histolytica was present 
in 50% of the cases, and treatment of the amebiasis did not 
influence the evolution of the disease. The authors agree with 
Bokus that E. histolytica can produce a crisis in ulcerative 
colitis. In conclusion, the authors point out that rectosig- 
moidoscopy is the most valuable method of diagnosis. The 
personality of the patient with ulcerative colitis was studied 
by Dr. C. Nunez and co-workers of the psychiatric depart- 
ment of the Catholic University. They conclude that ulcerative 
colitis is the consequence of prolonged and intense emotional 
tension. Patients are prone to cyclic depressions that are 
produced by problems that are apparently very unimportant 
but that have deep psychological meaning. The psychosomatic 
approach to this disease is the only valid one. 


Radiologic Study of Terminal Heum in Typhoid.—After de- 
scribing the technique used, Dr. J. M. Balmaced and associ- 
ates present the results obtained in 40 cases studied. Thicken- 
ing and irregularity of the mucosa was present in 11 patients. 
Flocculation of barium was observed in 12, atonicity and 
dilatation of the terminal intestine in 12, and a nodular 
shadow that might be of lymphatic origin in 3. Two patients 
did not show any radiologic manifestations. In many of the 
patients, regression of the radiologic manifestations was ob- 
served during the evolution of the disease; in others there was 
no variation at the time of discharge. Radiologic signs similar 
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to those observed in patients with typhoid were found by the 
authors in patients with amebiasis or coccidiosis. For these 
reasons, the authors do not believe that the radiologic mani- 
festations found in patients with typhoid have any practical 
application. 


Postgraduate Courses.—The postgraduate course in internal 
medicine began on July 1 and lasted until July 31. The lectures 
on theory were held in the Salvador Hospital, with the ex- 
ception that those on infectious disease were held in the infec- 
tious ward of the Barros Luco Hospital. Practical courses 
were held in the Salvador Hospital in the section of internal 
medicine headed by Prof. H. Alessandri; those on infectious 
disease were held at the Barros Luco Hospital under the 
guidance of Drs. Horwitz and Kraljevic; and the discussion 
of physiopathology was conducted by Professor Egana. 
Among the subjects that were discussed were physiopathology, 
diagnosis and treatment of shock and of coronary insufficiency, 
diagnosis and treatment of the most frequent arrhythmias, 
heart failure, hemodynamics of congenital and acquired heart 
lesions, interpretation of hematologic examinations, diagnosis 
of acute nontubercular neumopathies, physiopathology of 
edema, diagnosis and treatment of chronic diarrhea, physio- 
pathology, diagnosis, and treatment of diabetes, typhoid and 
paratyphoid, acute meningitis, and lumbago. 

The postgraduate course in surgery began on Aug. 3 and 
continued until Sept. 3. Lectures on theory were held in the 
Salvador Hospital, and the practical demonstrations were given 
at the Salvador Hospital by Prof. F. deAmesti and Prof. 
M. Martinez and at the San Borja Hospital by Prof. A. 
Constant. Among the subjects presented, gallbladder lithiasis 
and tumors were given great emphasis. Proctology and 
thoracic surgery were also discussed. 


ISRAEL 


Medical History of Our Time.—On the occasion of the Seventh 
International Congress of the History of Science, Dr. J. Seide, 
medical director of the Hadassah Hospital, Haifa, has written 
a survey on “Medical History in Our Time,” which was pub- 
lished in part in Acta Medica Orientalia of July, 1953. In 
this survey Dr. Seide says that “it is perhaps the tragedy of 
the medical profession that it must depend on the knowledge 
or the ignorance of its own time.” This explains the co- 
incidence of crises in medicine with revolutionary periods and 


“the recurring wish of medicine to clarify its principles again 


and again in a changing world. 

The present generation is privileged to witness an un- 
precedented growth of human knowledge. The advances in 
medicine are a direct result of application of the experimental 
method and the discoveries of science to its own needs, yet, 
as every member of the profession believes, medicine is 
essentially an art and has never been followed wholly in the 
scientific spirit. 

It is perhaps an unavoidable but nevertheless unfortunate 
result of modern development that science, although increas- 
ing enormously the sum of our knowledge, has brought about 
also some separation of the different parts of it and conse- 
quently also a certain loss of contact between research and 
practical medicine. At the same time the mass of accumulated 
detail has grown beyond the power of the individual physician 
to assimilate. The progressing tendency toward specialization 
is the necessary result of this development, and there is no 
reason to expect that this process will be arrested in the future. 

True, of some aspects of medicine physicians today know 
as much or as little as the contemporaries of Hippocrates, 
Science has, after all, its limitations, especially when con- 
cerned with living beings. Ancient knowledge, as far as it is 
concerned with facts, is seldom of any use, for in medicine 
there is no return to old methods and prescriptions. “The 
history of medicine is essentially a history of ideas” (Singer) 
and as such its value lies in making known some fundamental 
truths. It teaches first of all modesty, in demonstrating with 
overwhelming clearness that in science the truth of today is 
the error of tomorrow. Thus it promotes caution in acceptance 
of statements without factual evidence; it affords a corrective 
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for the inborn tendency to form hasty and superficial judg- 
ments. A historically trained mind is not easily deceived if 
confronted with ideas that appear new in clever disguise but 
are really ancient and obsolete. It takes nothing for granted 
and is critical toward authority, however sacred. Without 
inductive reasoning, science and medicine would remain sterile 
no matter how rich in newly discovered details. It is, there- 
fore, to be deplored that the medical student of this day is 
so deeply immersed in learning facts that he has little time 
for quiet reasoning. A course in medical history would have 
great advantages for him; it would extend his mental horizon 
and correct the view from which he is apt to see contempo- 
rary achievements. It would tend to lessen his pride and to 
make him appreciate more fully the work of other men, be 
they great or small, famous pioneers and innovators or humble 
practitioners. 

The history of medicine is only a part of the history of 
civilization and as such is closely interwoven with the general 
development of humanity. Its study tends to bring the student 
in touch with many sides of human activity: the life and 
labors of the people, their beliefs and superstitions, and their 
aspirations and their needs. This would be a great help in 
clarifying the position of the medical profession in modern 
society. 

The Israelian people have no reason to be ashamed of their 
scientific or medical traditions. There were periods in history 
in which the terms “Jew” and “doctor” were almost synony- 
mous. But all this should not make Israelians forget that they 
are only a small part of a great whole, and that “the history 
of science is an essential part of the history not of this or 
that section of mankind, but of the whole of it” (Sarton). 


Medical Problems of Immigration.—Dr. T. Berman reviewed 
in the Dapim Refuim (May, 1953) the medical problems of 
immigration in Israel, especially as far as the Labor Sick 
Fund is concerned. According to the review, these problems 
have been influenced by: (1) the tempo and extent of immi- 
gration, (2) the composition of the immigrant population 
according to country of origin and age groups, and (3) transfer 
of complete communities in certain countries, conducted with- 
out any selection and irrespective of age and the health stand- 
ard of the immigrants. The first registration of the population 
in Israel in November, 1948, showed 716,000 persons. By Jan. 
1, 1952, the number had reached i,405,000 persons. There 
were times when more than 1,000 persons entered the country 
every day, and it was necessary to separate the healthy from 
the sick in the reception camps. On April 1, 1951, the per- 
centage of immigrants received from various places were as 
follows: Europe, 54.7%; Asia, 30.4% (including Turkey, Syria, 
Iraq, and Yemen); North Africa, 14.3%; and the United 
States, 0.6%. The age groups of the newcomers differ greatly 
from those elsewhere, with a greater proportion of the popu- 
lation being under 14 years of age as compared to England 
and France. On the other hand the number of immigrants 
in the higher age groups is smaller than elsewhere. The per- 
centage above the age of 60 was 6.8% in Israel, 15.8% in 
England, and 16.4% in France. 

Differences in the countries of origin of the immigrants and 
age groups affected very much the medical aspects of the 
immigration. Among European immigrants tuberculosis was 
particularly prevalent. A total of 325,000 immigrants have 
been examined by mass radiography by Dr. Lichtenstein. In 
1948-1949, when 61% of the immigrants were from Europe, 
the incidence of active tuberculosis among those examined 
was 0.8%; in 1950-1951, when the percentage from Europe 
dropped to 29% of the total, the incidence of tuberculosis 
decreased to 0.2%. The tuberculous patients among the immi- 
grants have presented the country with the most urgent need 
of expanding hospitalization. From a total of 590 in 1949 the 
number of beds by 1951 had increased to 1,645. 

The immigrants from Asiatic and North African commun- 
ities have to a great extent transplanted here the diseases 
of their countries of origin, such as eye, skin, and children’s 
diseases. The reports of ophthalmologists show that about 
20% of all examined were suffering from trachoma, and most 
of these were children. Among skin diseases particular men- 
tion should be made of ringworm, which in many surveys 
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affected 2% of all the examined children. The arrival of 
whole communities from Asia and North Africa increased 
infant mortality from 29 per thousand in 1947 to 51 per 
thousand in 1949. In 1951 this figure dropped to an average 
of 39 per thousand. There exist, however, notable differences 
of infant mortality in various types of setthkements. The re- 
markable decrease in mortality of infants in 1951, even in 
the remote places of the country, shows a significant improve- 
ment, but much remains to be done. In spite of unsanitary 
living conditions, there have been no epidemics, apart from 
outbreaks of poliomyelitis and diphtheria. The diphtheria rate 
per 10,000 has been 14 in 1949; 14.7 in 1950, and 19 in 
1951. The increase was due to discontinuance of immuniza- 
tion in the presence of an outbreak of poliomyelitis. Since 
then immunization on a large scale has been accomplished. 
The outbreak of poliomyelitis started in 1949 among the old, 
settled population and reached its peak in 1950; there were 
14.3 cases per 10,000 persons in 1950 and 6.9 per 10,000 in 
1951. 

The mortality rate reached 14% of all cases. Comparative 
notes on morbidity in the old, settled population and the newly 
established localities have been made out of a population of 
80,000 people. These notes should be viewed with reserve 
because they refer to ambulatory examinations only, but cer- 
tain facts are too striking to be ignored. The incidence of 
hypertension in all the national groups compared is almost 
twice as high among the immigrants of European origin. The 
same high number of cases of hypertension was found by 
Dr. Robinson in the displaced-persons camps in Austria. 
There are great differences in acute intestinal diseases, which 
are almost three times as prevalent among the immigrants as 
among the old inhabitants. Children of newcomers show a 
greater incidence of dystrophy and toxicosis. The ratio between 
the cases of toxicosis among immigrants and that of old in- 
habitants is 17 to 1. A problem of particular significance is 
the undernourishment of many of the children from Asia 
and North Africa, notably those from Yemen. 


LONDON 


Magic, Medicine, and Religion.—Writing on the subject of 
magic, medicine, and religion, Sir Sidney Smith, Regius 
Professor of Forensic Medicine at the University of Edin- 
burgh (Brit. M. J. 2:4815 [April 18] 1953) recalls that disease 
is as old as life itself and hypothesizes that the primitive 
medicine man aimed to safeguard life by mysterious rites, 
herbs, and appeals to a higher power. He then traces these 
processes from Egypt to Greece and thence to Rome, ending 
finally with the scientific awakening after the Dark Ages. 

Regarding miracles, he points out that much that is 
commonplace in medicine at present would have previously 
been regarded as “miraculous.” He reminds us that shock 
treatment of psychiatric diseases is really a “miracle,” in that 
we have no more scientific notion of how the beneficial effects 
are produced than had the ancients in trephining the skull to 
exorcise demons. 

After consideration of body-mind relationships and psycho- 
somatic medicine, Professor Smith concludes that, notwith- 
standing modern advances, we are still only at the periphery 
of knowledge of living processes and that our ignorance of 
the mind itself is as great as that of the ancients. 


Medical Auxiliaries—An editorial in the British Medical 
Journal (2:1267 [June 6] 1953) deprecates the decision of the 
Minister of Health not to implement the recommendation of 
the Cope Committee to set up a system of statutory regis- 
tration of medical auxiliaries with a central council. Admit- 
tedly, there were certain minor disagreements on the part of 
the almoners, the occupational and speech therapists, and the 
physiotherapists. The editorial regards as “unfortunate,” how- 
ever, the decision to ignore the weight of opinion. It points 
out that the public and the medical profession needs a guaran- 
tee that medical auxiliaries are properly trained, and that the 
only way to ensure this is to have a statutory register. 
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Teamwork in General Practice.—Speaking to the Annual 
Conference of Local Medical Committees, Mr. McCleod, the 
Minister of Health, raised enthusiasm by stating that the 
family doctor must be the leader of the domiciliary health 
services, able to treat patients in their own homes, away from 
the unfamiliar grounds of the hospitals. He should also have 
direct access to x-ray and laboratory facilities. If he does 
have occasion to refer a patient to hospital for a consultant’s 
opinion, he should receive a prompt notification of the find- 
ings. 

The British Medical Journal, in reporting this, adds that 
the problems of general practice are not peculiar to this 
country but are fundamentally identical in all countries with 
modern medical facilities. The report agrees wholeheartedly 
that the family doctor should be in the picture as the clinical 
leader. 


After Twenty-Five Years in Medicine.—Writing in the British 
Medical Journal (2:930 [April 25] 1953), Dr. A. Meiklejohn 
describes an inquiry made by a group of Glasgow University 
graduates into the fate of nearly 900 fellow students who 
graduated in the years 1923-1926 and had been in practice 
for 25 years. The inquiry was by means of a questionnaire, 
which was answered by 48% of those who received it. Nearly 
60% of these were family doctors, while the remainder were 
equally divided into consultants and those holding full-time 
appointments. A total of 90% were married, 7% to physicians 
and 19% to nurses. Nearly one family in two had at least 
one child entering medicine. 

A statistical analysis of the cause of death in the 99 cases 
(of the total 899) in which it had occurred revealed that there 
was a significant increase in the number of deaths due to 
violence and poisoning. The total mortality, however, was 
less than that of the population of Scotland as a whole. 

Asked what were the chief advances in medicine during 
their careers, the family doctors placed insulin, liver therapy, 
and diphtheria immunization first. The challenges of our age, 
they thought, were the care of the aged and chronic sick and 
the control of tuberculosis. 


The Slough Experiment in Industrial Hygiene.—The Lancet 
(1:1241 [June 20] 1953) describes an experiment in industrial 
hygiene being carried out at Slough. The aim is to promote 
the health and welfare of workers in local industry. 

At the head of the service is Dr. Nash, an American- 
trained industrial hygienist. He has over 15,000 workers under 
his care and that of his team, which includes an engineer 
and a chemist. The whole scheme helps to train students for 
the Diploma in Public Health of London University. 

An important part of the work done deals with industrial 
hazards, e. g., from fumes or dust, but there is a routine 
service with a central clinic for industrial casualties that is 
coordinated with the local hospitals. Ancillary and recupera- 
tion services are also provided. It is concluded that there is 
great need for perhaps a dozen similar units in the United 
Kingdom. 


Mount Everest Climbed.—Using open-circuit oxygen appara- 
tus (reports The Lancet 2:1190 [June 13] 1953) Hillary and 
Tensing conquered Mount Everest on May 29, a few days 
before the coronation. Previously an attempt with closed- 
circuit oxygen apparatus had failed. Apparently oxygen sup- 
ply was the most worrying aspect of the expedition and a 
tribute is paid to those who planned the oxygen equipment 
and to the sherpa parties who carried the necessary supplies. 


Hallux Valgus.—The Lancet (2:000 [June 27} 1953) in an 
annotation comments that hallux valgus is usually due to 
badly shaped shoes (although it is seen in persons who do 
not wear shoes). While there is a tendency towards more 
sensibly shaped shoes, the shape of shoes is still a long way 
from the ideal of a straight inner border. The point is made 
that, although such a shoe may now appear ugly, it is 
merely a matter of what one is used to; it merely needs a 
Schiaparelli or Christian Dior to introduce the change over- 
night. 
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Psychiatry in General Practice.—In a discussion at the Royal 
Society of Medicine (April 14) Dr. John Fry gave an account 
of his experience over a two-year period in a middle-class 
practice. He found that psychiatric patients comprised 10% 
of his practice and that this form of illness was the third 
most prevalent after respiratory and gastrointestinal diseases. 
Women psychiatric patients outnumbered men by 5:2. About 
1% of his practice were incurable neurotics attending time 
and again, but only a small number of his cases of psychiatric 
disease were serious enough to refer to hospital. 

Dr. Denis Leigh of the Maudsley Hospital thought that the 
family doctor should diagnose depression earlier than is usually 
done but that the psychiatrist should be more interested in 
treatment of cases referred to him and less in simple diagnoses. 


TURKEY 


Pneumoperitoneum in Pulmonary Tuberculosis.—In the 
Turkish Bulletin of Hygiene and Experimental Biology, vol. 
12, no. 3, Prof. Nusret Karasu of Ankara University depart- 
ment of phthisiology and his associate Dr. Ragip Uner have 
published the summary of their report on pneumoperitoneum 
therapy in pulmonary tuberculosis presented at the I1th 
National Medical Congress at Istanbul. Of 136 patients who 
had pulmonary tuberculosis and who were given pneumo- 
peritoneum in conjunction with antibiotics, very good results 
were obtained in 51 patients. In 101 patients in whom there 
were contraindications to pneumothorax and caverns 4 cm. 
in diameter, the caverns closed and disappeared in 60% within 
six months after therapy with pneumoperitoneum. In 9% 
there was no change, and in the other patients the caverns 
had slightly decreased. Nine patients who did not benefit were 
given other collapse therapy. Very good results were obtained 
in 62 patients given pneumoperitoneum before surgical inter- 
vention; it arrested the growth of the caverns and prevented 
diffusion in the surrounding areas. Similar results were ob- 
tained in 50% of 47 patients who had caseous forms of 
tuberculosis in both lobes and a high temperature and who 
were in serious general condition. Similar results were ob- 
tained in 24 patients who had hemoptysis. Two patients with 
extreme hemoptysis did not benefit from the therapy. Sixty- 
two patients who had lung infiltrations were given pneumo- 
peritoneum with resultant decrease of lesions and absorption. 
Forty per cent of the patients who had lobar dorsal tuber- 
culosis, infiltrations, and caverns recovered after pneumo- 
peritoneum therapy. In 19 of 27 patients who had primary 
tuberculosis, cavities disappeared after pneumoperitoneum was 
performed as an adjuvant to pneumothorax. 

In pregnant women, pneumoperitoneum almost always had 
a good effect at first, but the effect abated soon after par- 
turition when the diaphragm descended and _ physiological 
changes occurred. In order to prevent the diaphragm from 
descending, 10 patients were given pneumoperitoneum after 
parturition. Follow-up study revealed that the therapy had a 
desirable effect in nine patients, but the 10th later died of 
miliary tuberculosis. In 15 out of 17 patients with miliary 
tuberculosis, pneumoperitoneum performed during the post- 
acute stage had a very good effect. Favorable results were also 
obtained in 12 patients who had empyema. Of 26 children 
6 to 12 years old, the majority had serious infiltrations, 
caseous pneumonia, and primary tuberculosis. Caverns dis- 
appeared within six months after pneumoperitoneum, and their 
general condition improved greatly. These children are now 
being followed up. — 


According to other medical publications, complications 
occur in 8% of the patients. Complications during pneumo- 
peritoneum therapy at the Ankara University clinic were 4%; 
there were no fatalities. Peritonitis accounted for 1%, ascites 
0.1%, hernia 0.1%, hemorrhages in the peritoneum 0.1%, 
mediastinal emphysema 0.1%, lobal atelectasis 0.2%, sub- 
cutaneous emphysema 0.12%, anorexia 3.0%, and loss of 
weight 0.15%. Air embolus, cardiac insufficiency, appendicitis, 
cerebral lesions, and torsion of the omentum did not occur. 
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CORRESPONDENCE 


INTERSERVICE UTILIZATION OF EXPERT 
MILITARY CLINICAL CONSULTANTS 


To the Editor:—During the past 18 months, seven Army and 
Navy medical officers stationed on the island of Puerto Rico 
have visited Ramey Air Force Hospital in the capacity of 
clinical consultants. Arrangements were made by the hospital 
commander in cooperation with the Surgeon, Antilles Com- 
mand, and the Surgeon, 10th Naval District. Four of these 
military physicians who have participated on a voluntary basis 
are still assigned. They are Col. Lowell E. McKelvey (oro- 
maxillofacial), Lieut. Col. Michael J. Hitchko (orthopedic), 
Lieut. Col. A. J. Bauer (radiology), all of Rodriguez Army 
Hospital, and Capt. C. K. Youngkin, U. S. N. (dermatology), 
Surgeon, 10th Naval District. 

This small group of military physicians consists of highly 
qualified specialists, and they have served this Air Force 
hospital on a voluntary basis. Their value in graduate teach- 
ing and in direct care of Air Force personnel stationed here 
has been great. Although no mention of the fact has been 
made, it is apparent that the only personal benefit derived from 
this service is in the exercise of the art of medical consulta- 
tion for which each has trained himself. In every case, each 
of these physicians has had almost more than he could ade- 
quately cover in his regular assignment. Transportation has 
been tedious and difficult at times. 

In line with the experience gained from this small-scale 
medical operation, it seems advisable to suggest that each of 
the three services avail itself of the expert military consultants 
who are stationed in any area such as the geographical area 
of the island of Puerto Rico (any area of reasonable trans- 
portation radius). Many military physicians of mature age by 
necessity are losing proficiency in clinical specialty training 
while in key command and staff assignments. Also, in many 
Air Force, Army, and Navy headquarters or installations there 
are specialists who could be made available for utilization at 
other nearby hospitals on a mutual exchange of expert special- 
ized talent. There should be some administrative machinery 
set up so that these physicians are utilized more consistently 
in part-time consultation on a voluntary basis. The first re- 
quirement to be met is the creation of incentive followed by 
some sort of recognition for such voluntary services performed. 

It is suggested that an information roster be published for 
circulation to all command surgeons and hospital commanders 
throughout the military services, perhaps on a semiannual 
basis. This roster should include all American board diplo- 
mates and, perhaps, all of those now board eligible. Both 
an alphabetical and a geographical listing would be desirable. 
Some sort of incentive comparable to that enjoyed by civilian 
consultants to military hospitals should be devised. The sim- 
plest and most effective means would be an official letter or 
certificate of appointment issued by each surgeon general 
after a recommendation from a hospital commander has been 
tendered and approval action taken. Receipt of such an ap- 
pointment should become an authorized inclusion in efficiency 
report job descriptions with appropriate narrative comment 
as to manner of performance (by letter, if mecessary). It is 
believed that extra remuneration is not essential but that 
standing authority for travel at government expense should 
be provided explicitly for the purpose of conducting expert 
medical consultation within specified geographical limitations. 

The last and most important essential suggestion for this 
expert manpower utilization is that of recognition. The mili- 
tary physician who has trained himself, whether privately or 
at government expense, receives little recognition for his effort 
except by the awarding of an Air Force specialty classifica- 
tion number that has no meaning outside of a small group of 
his potential contacts including members of sister services 
and civilian associates. The issuance of a yearly certificate of 
appointment and the semiannual publication of an alphabetical 
and geographical locator roster is in itself a form of recog- 


nition. However, all who are appointed will not participate; 
therefore, those that do should be recognized in some man- 
ner. It is suggested that a listing of each active participant 
be submitted to an appropriate publication, such as Govern- 
ment Services section of THE JOURNAL, on a regional or 
command basis at specified intervals. 


JaMes H. HAMMonD, U.S.A.F. (MC) 
U.S.A.F. Hospital 
Ramey Air Force Base, Puerto Rico 


WATERHOUSE-FRIDERICHSEN SYNDROME 


To the Editor:—It is reported in an article by Bjorklund (Ful- 
minant Meningococcus Infection with Purpura: Case With 
Recovery, Nord. med. 49:571 [April 17] 1953; abstracted in 
J. A. M. A. 152:1671 [Aug. 22] 1953) that a 5-year-old girl, 
moribund for some hours after admission and with shock and 
postmortem-like lividity, recovered after the use of antibiotics 
(penicillin and sulfonamides), adrenal cortical extracts, desoxy- 
corticosterone acetate, and vitamins C and K. Pretreatment 
studies and those carried out during the acute phase of the 
illness indicated a normal excretion of 17-ketosteroids and 
1l-oxysteroids. The normal values did not indicate marked, 
irreversible injury to the adrenal cortex. 

Many patients with the Waterhouse-Friderichsen syndrome, 
however, continue to die in shock, despite the liberal use of 
antibiotic and chemotherapeutic agents. Treatment of the 
peripheral vascular collapse during the first 24 to 48 hours 
remains the major therapeutic problem. Muhl has reported 
the successful treatment of this phase of the illness with an 
intravenous infusion of arterenol (Nor-Epinephrine) (Nor-Epi- 
nephrine in the Treatment of Acute Meningococcemia with 
Shock [Waterhouse-Friderichsen Syndrome] and an Evaluation 
of Adrenocortical Function, New England J. Med. 249:229 
[Aug. 6] 1953). His patient, with classic Waterhouse-Friderichsen 
syndrome, recovered. Studies of the adrenocortical function 
during the acute stage of the illness and after recovery indi- 
cated no failure of the adrenal cortex, even in the presence 
of shock, which responded to arterenol but not to parenteral 
replacement of adrenocortical substances. Other studies indicate 
that the Waterhouse-Friderichsen syndrome is not necessarily 
secondary to acute adrenocortical insufficiency and that the 
ultimate cause of peripheral vascular collapse is extensive 
vascular damage with capillary hyaline thrombosis. The use 
of a continuous infusion of arterenol to maintain a normal 
blood pressure may be a lifesaving measure. 


JosepH G. WEINER, M.D. 
Philadelphia 20. 


APPOINTMENTS FOR PHYSICIANS WHO 
VISIT GREECE 


To the Editor:—Before the Public Health Advisory Group of 
the Foreign Organizations Administration Mission to Greece 
was terminated last June 30, I had the opportunity of serving 
as the deputy director; this was a very wide and interesting 
experience. One of the most pleasant experiences I had in- 
volved the fine cooperation that we received from American 
physicians that visited Greece. Such fine men as Dr. Leon 
Unger and Dr. Louis B. Mark took time from their pleasure 
trips to address groups of Greek physicians on the latest ad- 
vances in their specialties. It was possible for us to arrange for 
the meetings and translation services for the speaker. These 
talks were important supplements to the knowledge of the 
Greek physicians who heard them and were very greatly appre- 
ciated. They continued the good feeling left by the meeting 
of the World Medical Association in Athens in 1952. 

I believe that this important contribution by American physi- 
cians should be continued. Before I left Athens, arrangements 
had been made to provide visiting physicians with all the lecture 
facilities they may require, including translators and projection 
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of films and slides. Inquiries about these services should be 
made two months in advance through the American Embassy, 
Athens, Greece. The Embassy’s United States Information Serv- 
ice should be asked to work with Dr. Paul Kapalas of the 
Greek Ministry of Social Welfare to arrange details of meetings 
on convenient dates. Dr. Kapalas speaks English and is Director 
of the Division of Health Education. 


CLARKE W. MANGUN Jr., M.D. 
Senior Surgeon 

U. S. Public Health Service 
Washington 25, D. C. 


WHIPLASH INJURIES OF THE NECK 


To the Editor:—The article “Common Whiplash Injuries of 
the Neck” by Gay and Abbott (J. A. M. A. 152:18 [Aug. 29] 
1953) is quite timely and excellent; however, certain state- 
ments are open to serious challenge. In one place the authors 
mention cars being “. . driven ahead several hundred feet 
by the impact ” after being hit in the rear by another 
car. This is incredible if not ridiculous. If a car were standing 
on the level without brakes it would take an impact of many 
hundreds of foot tons to drive even a Ford or Chevrolet 
“several hundred feet by the impact,” and the occupants of 
such a car would suffer far more than whiplash injuries. 

In the illustration on page 1699 on the “mechanics of whip- 
lash injury,” the general argument violates basic principles of 
physics. Position B in the illustration is grossly erroneous. 
Assume that car B strikes car A from the rear. Passengers in 
car A are motionless in respect to car A. When car B strikes 
car A in the rear, most of the kinetic energy of car B is 
transferred to car A in the form of accelerated forward 
motion. The passenger in car A, by reason of inertia, will 
tend to remain fixed in space. The net effect is that car A is 
suddenly propelled forward from under the passenger. The 
back of the seat forcibly strikes the passenger in the back 
and carries forward with car A that portion of his body 
supported by the back of the seat. The head and neck, being 
unsupported, tend to remain fixed in space so that the body 
is in effect forcibly driven out from under the head and neck. 
This is the mechanism of whiplash injury. 

Forward flexion of the head and neck can occur only if car 
A strikes some relatively immobile body ahead and is sud- 
denly decelerated. This is what happens to occupants of car B 
when it strikes car A. Car A is accelerated; car B is de- 
celerated. Acceleration throws the body backward and causes 
whiplash injuries; deceleration throws the passenger forward 
against the instrument panel, etc. Obviously, it often happens— 
especially in heavy traffic—that a car is accelerated by being 
struck in the rear and then is decelerated by striking a car 
ahead. In such a case a person may well sustain a whiplash 
injury first and then be thrown forward and sustain other 
injuries. In another place on page 1699 the authors state that 
“multiple oscillations of the head and neck occurred in alter- 
nate flexion and extension.” In such collisions the human body 
is rather inert and has about as much capacity for such 
“multiple oscillations” as a sack of potatoes. It cannot oscillate 
like a tuning fork. 

For many years I have been increasingly annoyed by the 
tendency of my confréres to stigmatize as “psychoneurotic” 
any symptom complex for which an organic cause could not 
be easily demonstrated. I cannot accept as true the authors’ 
statement that “a persistent psychoneurotic reaction” is re- 
sponsible for prolonged disability in victims of whiplash 
injuries. The authors’ own statements make this improbable. 
They mention the probability of various degrees of rupture 
of intervertebral ligaments and admit that herniated cervical 
intervertebral disk was clinically diagnosed in 26% of their 
series. 

I have personally observed innumerable automobile col- 
lisions ranging from trivial to the severest. For some years 
I was one of the autopsy surgeons (full time) to the coroner, 
Los Angeles County, California. | have performed autopsies 
on quite a number of persons who were killed by the worst 
of whiplash injuries—*“broken neck.” I have performed autop- 
sies on at least a dozen persons in whom the skull was 
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completely dislocated from the spine by such injuries. In 
hospitals I have seen quite a number of very serious but non- 
fatal fractures of the cervical spine by whiplash injury. Drs. 
Gay and Abbott describe the less serious, nonfatal whiplash 
injuries. Even in the less serious whiplash injuries, who can 
say how much intervertebral ligamentous tearing exists? Who 
can say how much hemorrhage occurs at the site of the injury 
and how much subsequent fibrosis and adhesions develop 
around nerve roots or into or between cervical muscles? 
Certainly such things may be expected to result in some 
degree of prolonged or permanent impairment. Even worse, 
who can say how much or how little trauma of the cervical 
cord is incurred? 

Certainly the x-ray cannot give the answers to these ques- 
tions. By the same token early treatment and physiotherapy 
may be expected to minimize sequelae, and delayed treatment 
can be difficult or futile. Prolonged immobilization—necessary 
or unnecessary—could be expected to similarly result in pro- 
longed or permanent difficulty not detectable by x-ray. 

The neck being a highly mobile structure, it seems reason- 
able to expect that any post-traumatic fibrosis around nerve 
roots or into or between muscles, even though rather slight, 
could be expected to give more prolonged symptoms than 
elsewhere along the spine. It seems to me that one should be 
very reluctant to categorically state that “More than half the 
patients in this series were seriously handicapped in 
this way,” i. e., by “persistent psychoneurotic reactions.” 
Many symptoms are due to real factors that cannot be ob- 
jectively demonstrated. Not a few persons die of causes that 
cannot be demonstrated by the most thorough autopsy. Such 
persons do not die of psychoneuroses. 


JoHN H. SCHAEFER, M.D. 
$25 S. Flower St. 
Los Angeles 17. 


HYMENOLEPIASIS 


To the Editor:—In a report about human hymenolepiasis in 
THE JOURNAL, Sept. 5, 1953, page 47, there is a report of 
the work of Dr. Dacio F. Amaral of Sao Paulo, Brazil. It 
is stated that Dr. Amaral found that chloroquine and gentian 
violet are not effective against hymenolepiasis due to 
Hymenolepis nana. After giving two or three courses of 
chloroquine, I have obtained cures in 40% of patients with 
this infestation. In spite of this low per cent, chloroquine is 
superior to other drugs in the treatment of this condition. 
I usually give 0.01 gm. per pound of body weight (but not 
more than 0.5 gm.) daily for 25 days. I have also given three 
tablets containing 0.15 gm. of chloroquine and 0.05 gm. 
of quinacrine daily to adults for 20 days and one tablet daily 
for every three years of apparent age to children for 20 days. 
The rate of cures is the same as for chloroquine alone. Be- 
cause of the danger of autoreinfestation parents are advised 
to use the same precautions used to prevent reinfestation with 
oxyuris. In Cuba, infestation with H. nana is commoner in 
school age children than in adults. 


Jose G. Basnuevo, M.D. 
Instituto de Medicina Tropical 
University of Havana 

Havana, Cuba. 


FREE BALLOON ASCENT 


To the Editor:—Our attention has been called to a reference 
to the National Geographic Society-Army Air Corps strato- 
sphere record achievement, Nov. 11, 1935, in a free balloon 
ascending to 72,395 ft. from the Stratosphere Bowl near 
Rapid City, S. D. The two U. S. Army Air Corps balloon 
experts who achieved this record were Capt. A. W. Stevens 
and Capt. O. A. Anderson. In THE JouRNAL, Oct. 3, page 485, 
John F. Fulton, M.D., erroneously credits the achievement to 
the distinguished Swiss scientist Dr. Auguste Piccard. 


JoHN O. LaGorce 
National Geographic Society 
Washington 6, D. C. 
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THE LEISURE CORNER 


COOKING FOR PLEASURE 


No history of civilization would ever be complete without 
cognizance of the role played by food as a motivating force 
behind great events. When primitive man discovered that the 
flesh of his captures became softer and more palatable after 
being subjected to the action of fire, the art of cooking began. 
But, like all the arts, it was tempered by the passage of time 
and progressed slowly and laboriously from a simple achieve- 
ment to an elaborate process. Throughout the ages, historical 
figures who attained victories in the more subtle realms of 
diplomacy are known to have employed food, sumptuously 
prepared and served, as a pleasurable weapon in order to add 
persuasiveness to their arguments. On a more familiar level, 
food has been used by every clever homemaker for the pur- 
pose of enriching the happiness of a home and its inhabitants. 

During the past decade or so, the art of cooking has 
attained new stature in the United States. Through their newly 
acquired experiences as world travelers, many Americans have 
learned that distant corners of the world possess fascinating 
culinary customs of which they were hitherto unaware. One 
result, of course, has been to remind them that great numbers 
of Americans have in years gone by cast off old world cooking 
habits that were once native to their fathers and mothers and 
grandparents. There has also dawned the realization that 
many dishes, reintroduced to the palate, would provide plenty 
of opportunities for a more colorful and satisfying type of 
living. 

The abundance of unusual foods and spices that now flow 
into the United States from all over the world, together with 
the vast supply of native-grown food products that is produced 
by our own diverse climate and frequently refined by elaborate 
manufacturing processes, tend to make the United States a 
natural habitat of the connoisseur of fine food. From Spain 
and Portugal has come a fondness for olives and oil, sharp 
peppers, and a variety of spices, as well as the custom of 
frying fish in oil. Sweet-and-sour stews had their origin in 
Germany, while the tasty contributions of Holland include 
herring, pickled cucumbers, dainty butter cakes, and coffee 
cakes. An aggregate of soups, stewed fish, stuffed fish, and 
sour cream dishes are derived from Poland, and from Russia 
have come blintzes, different kinds of borsch, kasha (a mush 
of coarse buckwheat, barley, or millet), pickled red cabbage, 
smoked fish, and fermented dark bread. Hungary contributed 
paprika and strudel, and Romania many variation for pre- 
paring the eggplant. Transplanted to the United States the 
Smorgasbord, an old Scandinavian custom, has grown deep 
roots in our national gastronomic affections until now we feel 
that it belongs to us. All these gustatory accomplishments, in 
turn, are complemented by America’s own contributions, 
namely, corn, sweet potatoes, and turkeys, to name an im- 
portant few. Obviously, all countries have contributed to the 
advancement of the culinary art, culminating in the United 
States as a gastronomic melting pot and a desirable eating 
place for peoples of many religions and folkways. 


Today, something new has been added to the age-old saga 
of good cooking—a growth in the number of persons of both 
s °2s who are interested in good cooking. Since ideas and 
ideals pertaining to American cooking have their roots in 
various lands and cultures, a growing pride in the preparation 
and serving of interesting meals has developed among many 
American men and women, It is no longer considered chic, 
charming, or “intellectual” to be ignorant in the kitchen. 
Many men from all walks of life, including physicians, have 
taken very much to heart the motto “Every man should learn 
to cook in self defense.” They have learned that if food that 
is prepared is basically good and if there is contrast in texture, 
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color, and flavor, this will constitute more than half the 
cooking battle. Add to this the zest of being able to cook 
an unusual dish or meal, and the amateur male cook is certain 
to establish an enviable reputation. It is axiomatic that an 
unusual dish or meal stimulates the appetite by appealing to 
the eye; so that, if food is properly and tastefully served, it 
will first gratify the eye, then the nostrils, then the tongue 
and the palate. The digestive apparatus will do the rest. 


To reveal a secret—there is no mystery about cooking. 
While it is true that the proper preparation and serving of 
good food is an art that satisfies the inner man and gives 
pride and pleasure to the cook, cooking, if the truth be known, 
is not an art that requires special talent. Actually, it is a 
skill that almost every able-bodied man can readily learn. 
The warmed-over facts of the matter are that there is no such 
creature as a natural cook. As any seasoned cook will tell 
you, “they all have to learn, sooner or later.” Although the 
process may prove painless and training in the kitchen may 
be absorbed almost unconsciously, every good cook has to 
be exposed to cooking education of some sort. Some men 
will take to cooking more easily than others, but, if there is 
interest in appetizing food and its preparation, then every 
male physician in the land has the potentialities for be- 
coming a good cook. 

At least half of the social and culinary success of any 
hurried epicurean depends upon a_ reasonably substantial 
stock of supplies. The ability of the medical man to whip up 
something refreshing with miraculous speed and apparent 
ease frequently depends as much on skill in shopping and 
management as on skill in cooking. Another point to be 
emphasized is that the core of all epicurean effort seems to 
be centered in a treasury of seasonings. The amateur cook 
will want all that he can find of the usual spices, herbs, and 
flavorous seeds such as salt, pepper, cloves, cinnamon, all- 
spice, nutmeg, ginger, curry, sage, thyme, rosemary, savory, 
and paprika. And a few of the less usual ones, too, such as 
cardamin, cumin, and saffron. Not to be overlooked, however, 
are condiments, olives, and pickles to be used not only at 
the table but also in the preparation of food. 

Wines can also be used frequently in planning a gastronomic 
tour de force, table wines, sherry, port, rum, brandy, and an 
occasional dash of champagne. Wine is exceedingly helpful in 
glamorizing simple dishes and simple meals. It should be 
borne in mind that wine provides flavoring, and that flavoring 
is very often one of the least expensive ingredients of the 
dish, as well as the most important. Wines employed in cook- 
ing need not be expensive, but they should be well flavored 
and well made. This is also true of other liquors—brandy, 
rum, liqueurs, and cordials. 

For years many persons have felt that the use of rum and 
brandy for the ever-so-easy, dramatic trick of serving food 
flambé (afire) should be confined only to Christmas pudding. 
But a number of famous restaurateurs have popularized food 
flambé, and now all manners of food ranging from appetizers 
to soups, meats, fish, puddings, and ices acquire a refreshing 
attractiveness and a definite mellowing and blending of flavors 
by the addition of some type of spirits. Finally, the amateur 
male cook should not serve a dish; he should present it to 
his guests, and the manner of his presentation will prove 
every bit as important as his preparation. Much of the differ- 
ence between plain cooking and epicurean cooking is the 
difference in the way food is served. 

The ability of the male amateur cook to cook well is, as 
has been pointed out, something on which reputation and 
fame can be built. Perhaps his friends will be amused by his 
early attempts to master the culinary art, but, if a dish or a 
meal is tastefully and unusually well prepared, they will turn 
to applaud with admiration. For bachelor physicians especially, 
the simple question “What shall we have for dinner tonight?” 
will provide a new and refreshing invitation to hospitality. 
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MEDICAL LITERATURE ABSTRACTS 


UNITED STATES 


A.M.A. Am. J. Diseases Children, Chicago 
86:1-130 (July) 1953 


Growth and Metabolism in Normal and Thyroid-Ablated Infant Rhesus 
Monkeys (Macaca Mulatta): I. Growth and Metabolism in Normal 
Infant Rhesus Monkeys (Macaca Mulatta). D. E. Pickering, F. S. 
Smyth, G. van Wagenen and D. A. Fisher.—p. 1. 

Id.: Il. Growth and Metabolism in Thyroid-Ablated Infant Rhesus 
Monkeys (Macaca Mulatta). D. E. Pickering and D. A. Fisher.—p. 11. 

Congenital Sarcoma of Foot: Case Report and Review of Literature. J. J. 
Fahey and J. A. Bollinger.—p. 23. 

*Primary Myocardial Disease in Infancy and Childhood. H. D. Rosen- 
baum, A. S. Nedas and E. B. D. Neuhauser.—p. 28. 

Palevenesy Edema Produced by Intratracheal Injection of Milk, Feeding 
Mixtures, and Sugars. T. J. Moran.—p. 45. 

Coccidioidomycosis in Infants. T. E. Townsend and R. W. McKey. 
—p. 51. 

Osteochondritis Deformans Coxae Juvenilis: Familial Demonstration. 
W. R. Hamsa and L. S. Campbell.—p. 54. 


Primary Myocardial Disease in Infancy and Childhood— 
Rosenbaum and associates observed at the Children’s Medical 
Center in Boston 45 children with severe heart disease of a 
type that could not be classified as either rheumatic or con- 
genital heart. All children had cardiomegaly and electrocardio- 
graphic abnormalities, but the blood pressure was normal and 
significant murmurs were absent. Twenty-six of the children 
died, and autopsy studies revealed glycogen-storage disease of 
the heart in three patients, aberrant left coronary artery in one 
patient, medial necrosis of the coronary arteries in two patients, 
idiopathic myocarditis in 10 patients, and subendocardial sclero- 
sis in 10 patients. An attempt was made to establish clinical 
criteria for the differential diagnosis of these five separate 
diseases in living patients. All of these patients showed general- 
ized cardiomegaly on x-ray examination, and in the majority 
left ventricular hypertrophy and T-wave changes of myocardial 
damage were revealed by electrocardiography. These cases may 
be divided into two subdivisions. One group includes glycogen- 
storage disease of the heart, aberrant left coronary artery, and 
medial necrosis of the coronary arteries. These are rare condi- 
tions that are usually seen in infants under 6 months of age 
and in which congestive heart faliure is uncommon. Idiopathic 
myocarditis and subendocardial sclerosis constitute the second, 
and much larger, group. Here the age at onset of symptoms is 
frequently beyond 6 months, and congestive failure is usually 
present and often severe. The first group is not amenable to 
treatment; the second frequently responds to digitalization. 
Such a division is admittedly not sharp, and there is consider- 
able overlap from one group to the other. 


Alabama State Medical Assn. Journal, Montgomery 
23:35-58 (Aug.) 1953 


Some Newer Concepts in Treatment of Uremia. K. Berry.—p. 35. 

Use of Gonadal Steroids in Gynecology. R. A. Kimbrough Jr. and S. L. 
Israel.—p. 38. 

Transmission of Viral Hepatitis by Dental Procedures. J. L. Thompson 
Jr., W. D. Sutliff, T. P. Hennessy and S. L. Norman.—p. 45. 

Desmoid Tumor and Fibrosarcoma. B. F. Thomas Jr.—p. 48. 


Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
vation and by individual subscribers, provided they reside in continental 
United States or Canada. Requests for periodicals should be addressed 
“Library, American Medical Association.”’ Periodical files cover only the 
last 11 years, and no photoduplication services are available. No charge is 
made to members, but the fee for other borrowers is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one time, and 
they must not be kept longer than five days. Periodicals published by the 
American Medical Association are not available for lending but can be 
supplied on purchase order. Reprints as a rule are the property of authors 
and can be obtained for permanent possession only from them, 


Titles marked with an asterisk (*) are abstracted. 


American Journal of Clinical Pathology, Baltimore 
23:731-840 (Aug.) 1953 


Appraisal of Instrument for Counting Erythrocytes by Scatter Photometry 
with an Adaptation for Hemoglobin Determination. F. S. Brackett, 
C. F. T. Mattern and B. J. Olson.—p. 731. 

Significance of Gastric Polyps Accompanying Cancer. R. G. McManus 

and S. C. Sommers.—p. 746. 

Medical Evidence in Fatal Gunshot Injuries. L. Adelson.—p. 758. 

Metaplasia of Bronchial Epithelium: Postmortem Study. R. W. Weller. 
—p. 768. 

Hormonally Induced Eosinopenia of Peritoneal Fluid of White Rats. 

. Higgins.—p. 775. 

Use of “Perchloric Acid Filtrate and Stabilized Anthrone for Determi- 
nation of Serum Glucose. V. Kapuscinski and B. Zak.—p. 784. 

Determination of Mercury in Biologic Materials. D. G. Simonsen. 
—p. 789. 


American Journal of Medicine, New York 
15:141-280 (Aug.) 1953 


*Transposed Pulmonary Veins: Correlation of Clinical and Cardiac 
Catheterization Data. D. C. Levinson, G. C. Griffith, R. S. Cosby 
and others.—p. 143. 

*Diagnosis of Overriding Aorta with Special Reference to Circulation 
Time ee A. J. Gordon, R. P. Lasser, H. L. Moscovitz and others. 

Ri hay of Age, Anesthesia and Cerebral Arteriosclerosis on Cerebral 
Vascular Activity to COz. J. F. Schieve and W. P. Wilson.—p. 171. 

Tests for So-Called Capillary Fragility of Skin and Significance of Posi- 
tive Tests in Vascular Disease. L. E. Hines, J. Catlin and D. L. 
Kessler.—p. 175. 

Chronic Hyperosmolarity of Body Fluids with Cerebral Lesion Causing 
Diabetes Insipidus and Anterior Pituitary Insufficiency. W. W. Eng- 
strom and A. Liebman.—p. 180. 

Diabetic Nephropathy: Kidney Biopsy and Renal Function Tests. 
C. Brun, H. Gormsen, T. Hilden and others.—p. 187. 

Needle Biopsy of Kidney: Report of Five Cases of Mu!tiple Myeloma. 
H. P. Greenwald, G. J. Bronfin and O. Auerbach.—p. 198. 

Needle Biopsy of Liver: IV. Relationship of Clinical and Laboratory 
Findings to Histologic Structure in 100 Cases of Portal Cirrhosis. 
E. M. Schneider, J. R. Berman, E. A. Gall and L. Schiff.—p. 207. 

Paraplegia and Secondary Amyloidosis: Report of Six Cases. W. New- 
man and A. S. Jacobson.—p. 216. 

Varicella Encephalitis. E. Appelbaum, M. H. Rachelson and V. B. 
Dolgopol.—p. 223. 

Some Aspects of Pharmacology of Neuromuscular Function. W. F. 
Riker Jr.—p. 231. 


Transposed Pulmonary Veins.—Ten patients (four adults and 
six children) with transposed pulmonary veins are described. 
These included four patients with partial and two with com- 
plete pulmonary vein transposition, in whom cardiac catheter- 
ization and clinical findings are correlated. The remaining four 
patients presented (1) pulmonary valvular stenosis with partial 
transposition of the pulmonary veins and intact ventricular 
septum, (2) a left superior vena cava entering a sinus venosus 
in common with the hepatic veins and anomalous drainage of 
the right pulmonary veins into the right atrium, and (3) tri- 
cuspid atresia with partial transposition of the pulmonary veins 
(two cases). The diagnosis of anomalous pulmonary vein drain- 
age was made by cardiac catheterization with roentgen visual- 
ization of the catheter in the anomalous vein, by a character- 
istic pulmonary vein pressure curve, and by 90 to 95% oxygen 
saturation in the blood sample from the anomalous vein. Sur- 
gical exploration was done in the two patients with complete 
transposition of the pulmonary veins. In both, a left pulmonary 
vein was anastomosed to the left atrial appendage. In one 
patient this resulted in definite improvement, while the other 
died a short time after the operation. Surgical treatment should 
be reserved for patients with complete transposition accom- 
panied by increasing limitation of physical activity. Usually 
surgery is not indicated in patients with partial transposition. 


Diagnosis of Overriding Aorta,—‘“Overriding aorta” is an 
anatomic term indicating that the vessel, at its origin, straddles 
the interventricular septum and, therefore, accepts blood from 
both ventricles. A high interventricular septal defect must co- 
exist. Current methods of diagnosing overriding aorta may be 
divided into the following categories: (1) those involving X-rays, 
including angiocardiography; (2) studies of the speed of the 
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circulation; (3) methods that depend on the relative saturation 
of arterial blood with oxygen; and (4) cardiac catheterization 
studies. Conventional studies involving the speed of the circula- 
tion, including angiocardiography, may prove a right to left 
shunt without indicating its site. Pressure relationships obtained 
during cardiac catheterization may be relied upon only to ex- 
clude overriding aorta. Passage of a catheter into the aorta 
from the right ventricle is the most reliable method of proving 
the diagnosis of overriding aorta. A rapid right ventricle to 
ear circulation time is strongly in favor of this anomaly. In 
44 patients, during the course of the routine diagnostic cardiac 
catheterization, 3 to 5 cc. of a 0.5% solution of Evans blue 
was injected directly into the right ventricle through the cardiac 
catheter, and its arrival in the blood vessels of the ear was 
timed by means of a Millikan oximeter. The possibility of veno- 
arterial shunting through an interatrial septal defect is elimi- 
nated by injecting the dye directly into the right ventricle. In 
13 of 44 patients in whom this test was done, overriding 
aorta was believed to be present. In this group the range of 
circulation times from the right ventricle to the ear was 3.2 to 
13.4 seconds. The authors believe that a circulation time from 
the right ventricle to the ear of less than 5 seconds is very 
suggestive of overriding aorta, and a time of 4 seconds or less 
is almoset certain evidence. A circulation time of more than 5 
seconds does not rule out overriding aorta, particularly when 
the right to left shunt is small. With rare exceptions, the pres- 
ence of a right-sided aortic arch in a cyanotic patient indicates 
that the aorta arises as a whole or in part from the right ven- 
tricle. A case of a 29-year-old woman is described indicating 
that the ordinary clinical examinations are sometimes unable 
to establish or exclude the presence of this condition. In par- 
ticular, a right to left shunt through an interatrial septal defect 
may be of such magnitude as to lead to a shortening of the 
circulation time equal to that caused by an overriding aorta. 
This may be reflected in early visualization of the aorta during 
angiocardiography. It is often impossible to ascertain by angio- 
cardiography if premature visualization of the aorta occurs by 
way of an overriding aorta or via an interatrial septal defect. It 
is erroneous to assume that overriding of the aorta is present 
because opacification of that vessel occurs at a time when the 
left ventricle is not visualized. Ventricles, especially the left, 
are not usually well seen in angiocardiograms. 


American Surgeon, Atlanta, Ga. 


19:685-801 (Aug.) 1953 

Some Effects of Acute Irradiation Injury in Dogs. R. E. McDonald, 
R. E. Jensen, H. C. Urry and others.—p. 687. 

*Problem of Hepatolithiasis: Study of 35 Personal Cases. N. FP. Hicken, 
A. J. McAllister and D. W. Call.—p. 695. 

Importance of Auscultation in Diagnosis and Management of Acute 
Abdominal Disease. J. A. Gubler, K. H. Gubler and W. T. Mulli- 
kin.—p. 708. 

Meckel’s Diverticulum: Review of 63 Cases in One City. W. S. Brooke. 
—p. 712. 

Dupiication of Stomach with Extension into Chest. C. D. Goon.—p. 721. 

Anterior Compartment (Anterior Tibial) Ischemia Syndrome. W. H. 
Moretz.—p. 728. 

Treatment of Varicose Veins. J. H. Clark.—p. 750. 

*Phiegmasia Cerulea Dolens Type Reaction Following Retrograde Vein 
Injection of Sodium Morrhuate: Report and Discussion of Case with 
Unusual Pathologic Findings. W. Nelson.—p. 756. 

Observations on Effects of Carotid-Jugular Anastomosis. W. H. Moretz 
and P. F. Bray.—p. 765. 

Hereditary Hemorrhagic Telangiectasia. D. A. Dolowitz.—p. 776. 

Superficial Injuries of Hand: Sequelae and Management. T. R. Broad- 
bent.—p. 784. 

Acrizane Chloride: Promising New Skin Antiseptic. P. B. Price and 
B. L. Wilson.—p. 792. 

Injection Treatment of Hemorrhoids. G. L. Wright.—p. 799. 


Hepatolithiasis—Hicken and associates present an analytical 
study of 35 cases of cholelithiasis. They stress that hepato- 
lithiasis is not as rare as is assumed, since, according to one 
investigator who summarized all reported cases, hepatic calculi 
occur in approximately 7.4% of cholelithiasis. The fact that 
intrahepatic and extrahepatic bile ducts form one continuous 
ductal system affords a rational explanation for the genesis of 
liver stones. If infected bile, plugs of mucus, biliary sand, and 
small gallstones are able to float around in the choledochal 
bile, what is to deny them entrance into the liver radicles? The 
stagnant bile, which cannot escape from the obstructed cho- 
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ledochus, enters the confluent hepatic ducts. Cholangitis, which 
often originates in the choledochus, tends to spread upward 
and to attack the liver radicles. When increased intraductal 
pressures distend and dilate extrahepatic bile ducts, the same 
changes are found in the hepatic components. If such patho- 
logical soil is capable of producing stones within the large bile 
ducts, there is no reason to believe that the same would not 
happen within the hepatic segments. Hepatic calculi were mul- 
tiple in 95% of the 35 cases observed by the authors. They 
were found in both lobes of the liver in more than half of the 
patients. Hepatic calculi do not produce a characteristic clinical 
syndrome. Occasionally the stones remain silent, but, when they 
cause disturbances, the resulting symptoms are those of biliary 
colic. A correct preoperative diagnosis was not made in a single 
case of this series. The calculi were discovered at surgery by 
means of operative cholangiography in 51% of the cases and 
by postoperative cholangiograms in 49%. Awareness on the 
part of the surgeon is not helpful for detection. Suspicion of 
hepatic calculi should be aroused, if the extrahepatic ducts con- 
tain small stones, biliary sand, or inspissated bile pigments: 
if one segment of the liver is enlarged, cirrhotic, and bile 
stained; if there are localized liver abscesses; and if calcified 
shadows appear on the roentgenograms. Stones residing in the 
large intrahepatic ducts can often be extracted by instruments, 
and biliary sand or debris can often be flushed out of the 
hepatic radicles. The problem of removing multiple calculi 
seems unsurmountable. Chemical dissolution or fragmentation 
of the residual stones by irrigating the bile ducts with solvents 
has been disappointing. Fifteen per cent of the patients in this 
series required subsequent operations because the hepatic stones 
descended into the large bile ducts and produced either pain- 
ful colic or obstructive jaundice. 


Phlegmasia Cerulea Dolens Following Injection of Sodium 
Morrhuate.—The case presented by Nelson concerned a 
woman, aged 30, whose past history was negative, except for 
bilateral internal saphenous varicosities progressive Over six 
years. Four days after she had been delivered of her fourth 
normal infant, bilateral high saphenous ligations were done 
by her physician. The right side was done first under local 
anesthesia. All branches were ligated. The sapheno-femoral 
junction was clearly identified, the vein was ligated at this 
point, and 5 cc. of a 5% sodium morrhuate solution was in- 
jected into the distal segment. The patient almost immedi- 
ately experienced severe burning pain in the right thigh and 
leg. The pain was so severe that general anesthesia was in- 
duced for high ligation on the opposite (left) side, which was 
again followed by injection of sodium morrhuate, but no 
untoward symptoms developed. The right leg and lower two- 
thirds of the thigh became dusky blue and swollen within two 
hours. The foot became white and cold. Relief occurred for 
three or four hours after lumbar sympathetic procaine (Novo- 
caine) block was done on the day following ligation. The 
patient was referred to the author four days following ligation, 
when the right foot, leg and thigh were swollen and deeply 
cyanotic. Lumbar sympathetic block was done on admission 
with moderate relief, and eight hours later a right lumbar 
sympathectomy was done. The patient was discharged assum- 
ing that there was a possibility of saving the extremity, except 
the great toe and distal first metatarsal. One month later, when 
she returned, the dark areas of the leg and thigh were gangren- 
ous but dry, except at the edges where localized infection 
was present. Débridement of all necrotic areas was done by 
combining surgical and chemical methods. Later a partially 
open amputation was done just below the knee. The clinical 
picture was that of phlegmasia cerulea dolens with associated 
severe vasospasm and ischemic necrosis. It differs from previ- 
ously reported cases in that (1) it developed immediately fol- 
lowing sodium morrhuate injection of the ligated saphenous 
vein; (2) it was associated with complete thrombosis of the 
anterior tibial artery with necrosis of the muscles of the 
anterior tibial compartment; and (3) it was not associated with 
deep venous thrombosis. Phlegmasia cerulea dolens is used as 
a descriptive term for a clinical variant rather than a term 
for a definite disease entity. The author concludes that in the 
treatment of varicose veins multiple ligation or stripping is 
a much more controlled procedure than retrograde injection of 
an irritant. 
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Annals Otol., Rhin. and Laryngology, St. Louis 
62:285-606 (June) 1953 Partial Index 


Primary Plasma Cell Tumors of Upper Air Passages with Particular 
Reference to Involvement of Maxillary Sinus. C. A. Heatly.—p. 289. 
Primary Amyioidosis of Larynx with Report of Experimental Treatment 
with Cortisone. J. W. McCall and W. R. Fisher.—p. 316. 
*Clinic: 2 Significance of Keratosis of Larynx as Premalignant Lesion. 
. Putney and J. O’Keefe.—p. 348. 
Gistenen’ In-Situ of Larynx. A. H. Miller and H. R. Fisher.—p. 358. 
Chordoma—Final Report and Re-Evaluation of Treatment. H. B. Orton. 
—p. 371. 
Neurilemmoma (Schwannoma) of Larynx. L. C. McHenry.—p. 392. 
Hemilaryngectomy with Immediate Skin Graft for Removal of Carcinoma 
ot Larynx. F. A. Figi.—p. 400. 
Treatment of Hyperplastic Sinusitis. F. W. Davison.—p. 412. 
Pharyngeal and Laryngeal Phenomena of Vascular Origin. F. K. Hansel. 
—p. 431. 
Realism in Surgery of Tonsils and Adenoids. C. D. Blassingame. 
485 


Reconstruction of Subglottic Air Passage. J. J. Conley.—p. 477. 

Condition of Fluid in Middle Ear: Factors Influencing Prognosis in 56 
Children. J. T. King.—p. 496. 

Corrosive Stricture of Esophagus: Case Treated by Esophageal Resection 
and Intrathoracic Esophago-Gastrostomy. F. Ellis and T. E. Wilson. 


—p. 513. 
Studies of Disability of Pharynx Resultant from Poliomyelitis. J. F. 
Bosma.—p. 529. 


Rhinogenous Intracranial Complications in Antibiotic Era. E. M. 
Skolnik, B. J. Soboroff, R. B. Lewy and F. Schiller.—p. 548. 


Keratosis of Larynx as a Premalignant Lesion.—The lesions of 
the 125 patients with keratosis of the larynx reviewed in this 
report were classified clinically into three groups: (1) those that 
were carcinoma when first seen (57 lesions), (2) those that were 
first benign and later developed into carcinoma (27 lesions), 
and (3) those that never showed evidence of malignant degen- 
eration, some after years of observation (41 lesions). This re- 
port is concerned chiefly with the 27 patients in whom the 
lesion was first diagnosed as keratosis and later progressed to 
carcinoma. Since it is impossible to tell which area will remain 
keratotic and which will undergo carcinomatous change, the 
entire keratotic area should be eliminated if possible. In simple 
keratosis improvement will follow within two or three weeks 
after the removal of irritation of the larynx. If the lesion does 
not exhibit evidence of healing within this time, it must be 
regarded with suspicion. Persistent or recurrent keratosis re- 
quires repeated histological study including the subepithelial 
layer to detect the malignant change. In observing keratosis 
of the larynx clinically, the authors found that those lesions 
that exhibited an inflammatory zone around the periphery of 
the keratosis were more apt to be malignant or undergo malig- 
nant degeneration than those around which there was no in- 
flammatory zone. Lesions with an irregular projection above 
the surface and with a papillary appearance oftener were found 
to contain carcinoma than those in which the lesion was flat 
with no sharp line of demarcation between the keratosis and 
the normal mucosa. In lesions that undergo malignant degen- 
eration the first histological change commonly observed is an 
alternation in the intraepithelial cellular structure, which is 
designated as carcinoma in situ. This stage of malignant cellular 
change limited to the epithelium, and without invasion of the 
basement membrane, may last for many years, and its poten- 
tialities are in doubt. This change may also be the first indica- 
tion of invasive carcinoma. At times one may find carcinoma 
in situ adjacent to invasive carcinoma or invasion may be pres- 
ent in other parts of the lesion. Repeated histological exami- 
nation of different portions of the keratotic lesions may be 
needed to make an accurate diagnosis. The management de- 
pends upon the clinician’s evaluation of the lesion. He cannot 
accept a negative pathological report as unequivocal. The clini- 
cal appearance of the lesion and the laryngologist’s judgment 
are important factors in determining the treatment. Irradiation 
may make the keratotic lesion disappear while it is still in the 
premalignant stage. In those lesions in which the first mani- 
festation of carcinoma is keratosis, the management is that of 
a laryngeal malignancy. 
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Cancer Research, Chicago 
13:545-616 (Aug.) 1953. Partial Index 


Review: On Mechanism of Action of Certain Temporary Anticancer 
Agents. H. E. Skipper.—p. 545. 
Studies with Radioactive Colchicine: I. Influence of Tumors on Tissue 


Distribution of Radioactive Colchicine in Mice. A. Back and E. J. 
Walaszek.—p. 552. 

Systemic Effects of Tumors in Force-Fed Rats. A. G. Stewart and R. W. 
Begg.—p. 556. 

Detection of Metastatic Tumor Cells by Intraperitoneal Inoculation of 
Organ Brei from Tumor-Bearing Mice. H. Goldie, B. R. Jeffries, A. M. 
Jones and M. Walker.—p. 566. 

Occurrence of Pulmonary Tumors in Strain A Mice Following Total- 
Body X-Radiation and Injection of Nitrogen Mustard. W. E. Heston, 
E. Lorenz and M. K. D. Eringer.—p. 573. 


Attempts to Induce Immunity Against Mammary Adenocarcinoma in 
Inbred Mice. E. J. Foley.—p. 


Effect of Russian Encephalitis and Other Viruses on Mouse Leukemia. 
Cc Southam and J. D. Epstein.—p. § 

Autoradiography of Mast Cells in Experimental Skin Tumors of Mice 
Injected with Radioactive Sulfur (S*°). G. Asboe-Hansen.—p. 587. 

Tissue Culture Screening of Amino Acid and Analogs for Selective Dam- 
age to Mouse Sarcoma Cells. J. A. Jacquez and F, Mottram.—p. 605. 

Heterologous Transplantation of V-2 Rabbit Carcinoma. H. S. N, 
Greene.—p. 610. 


Connecticut State Medical Journal, Hartford 
17:653-730 (Aug.) 1953 


Bulbar Polio—Manifestations and Residual Disabilities. A. D. Berman 
and J. A. Kirchner.—p. 655. 

*Gastric Malignancy: Comparative Study of Etiology, Diagnosis, and 
Therapy of 707 Cases. R. H. Abrahamson.—p. 

Hemorrhagic Diathesis Due to  Proaccelerin Deficiency (Congenital 
Parahemophilia): Case Report. W. H. Faeth.—p. 664. 

Dermatitis in Industrial Medical Program. L. Schwartz.—p. 667. 

Rectal Examination in General Practice. 8. B. Kleiner.—p. 671. 

Visit to India. O. W. Hess.—p. 673. 

State and Medical Care. S. Shindell.—p. 679. 


Gastric Malignancy.—Of the total of 707 cases of malignant 
gastric tumors, which Abrahamson cites in this report, 583 had 
been previously reviewed having been observed at the Bellevue 
Hospital in New York City between 1919 and 1946. The re- 
maining 124 cases, with which this paper is chiefly concerned, 
were studied during the last decade at the Stamford Hospital, 
Stamford, Conn. Comparative studies on this material indicate 
the poor prognosis of patients with gastric cancer, and empha- 
size that no real progress is being made and that this is due 
chiefly to the failure to diagnose gastric cancer early. The 
cumbersome methods of studying the gastric mucosa are mainly 
responsible for the fact that many patients who require such 
studies are not receiving them. Although the gastric cancer 
was diagnosed roentgenologically in more than 90% of the pa- 
tients of this series, in many the roentgen examination took 
place at a stage when the condition was already too far ad- 
vanced for cure. If gastrointestinal roentgen examinations had 
been done at an earlier date, the percentage of resectable cases 
would have been greater. Gastroscopy if carried out by those 
experienced in the method may prove helpful in questionable 
cases. Improved methods of examining the gastric mucosa are 
urgently needed. That delay in treatment contributes to the 
unfavorable prognosis is indicated by the fact that there was a 
time lag of four months between diagnosis and operation. The 
inadequacy of diagnosis is also illustrated by the fact that 37% 
of the patients had metastases on admission. Since cure by 
surgery is possible in early local cancers of the stomach, no 
improvement can be expected until these lesions are brought to 
operation, while they are locally removable. If the acid content 
is low and blood cells are found in the gastric contents, 
the patient should be regarded as having cancer, until proved 
otherwise. Cytological examination of gastric washings has 
proved of value only when the findings were positive. Although 
gastric malignancy requires adequate radical surgery, attempts 
to prevent regional node metastasis by routine total gastrectomy 
are not consistent with the anatomic relationships and are not 
compatible with the best interests of the patient. The prognosis 
of a patient with carcinoma of the stomach is equally poor in 
a large teaching hospital in New York City and in a general 
hospital in a city of 100,000 in Connecticut. 
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Journal of Clinical Investigation, New York 
32:691-792 (Aug.) 1953 
Antibody Response to Non-Streptococcal Antigens as Related to Rheu- 


matic Fever Susceptibility. J. M. Miller, S. Kibrick and B. F. 
Massell.—p. 691. 

Effects of Carbon Dioxide Inhalation upon Cerebral Blood Flow and 
Cerebral Oxygen Consumption in Vascular Disease. P. Novack, H. A. 
Shenkin, L. Bortin and others.—p. 696. 

Estimation of Rate of Release of Adrenal 17-Hydroxycorticosteroids in 
Human Being by Venous Catheter Technique with Method for 
Determining Plasma _ 17-Hydroxycorticosteroids. P. K. Bondy and 
J. R. Altrock.—p. 703. 

Cinnamic Acid as Test Substance in Evaluation of Liver Function. 
A. Saltzman and W. T. Caraway.—p. 711 

Cerebral Circulation and Metabolism in Pulmonary Emphysema and 
Fibrosis with Observations on Effects of Mild Exercise. P. Scheinberg, 
I. Blackburn, M. Saslaw and others.—p. 720. | 

Changes in Acid-Base Balance of Uremic Patients During Hemodialysis. 
J. M. Weller, R. C. Swan and J. P. Merrill.—p. 729. 

Effect of an Impermeable Vapor Barrier on Electrolyte and Nitrogen 
Concentrations in Sweat. C. R. Kleeman, D. E. Bass and M. Quinn. 
—p. 736. 

Tracer Experiments with I Labeled Human Serum Albumin: Dis- 
tribution and Degradation — S. A. Berson, R. S. Yalow, S. S 
Schreiber and J. Post.—p 

*Observations Concerning pe and Metabolic Effects of Corticosterone 
(Compound B) in Rheumatoid Arthritis. W. S. Clark, J. A. Blais and 
W. Bauer.—p. 769. 

Further Study of Utilization of Dietary Glycine Nitrogen for Uric 
Acid Synthesis in Gout. J. D. Benedict, T. F. Yii, E. J. Bien and 
others.—p. 775. 

Relation of Dietary Nitrogen Consumption to Rate of Uric Acid 
Synthesis in Normal and Gouty Man. E. J. Bien, T. F. Yi, J. D 
Benedict and others.—p. 778. 

*Studies on Interdependent Effects of Stress and Adrenal Cortex on 
Carbohydrate Metabolism in Man. T. W. Burns, F. L. Engel, A. Viau 
and others.—p. 


Effects of Corticosterone in Rheumatoid Arthritis—The ad- 
ministration of corticosterone to one patient with rheumatoid 
arthritis caused marked sodium and chloride retention but 
had no antirheumatic effect. The appearance of knee involve- 
ment with effusion suggested an actual increase in the activity 
of the rheumatoid arthritis during treatment with cortico- 
sterone. Since the knee effusion continued beyond the period 
of posttreatment diuresis of sodium, they could not be at- 
tributed to sodium retention and probably represented a 
fluctuation in the natural course of the disease. Thus it would 
appear that corticosterone had neither a favorable nor un- 
favorable effect on the arthritis. No significant changes in 
carbohydrate tolerance or calcium and nitrogen excretion were 
evident from the administration of this hormone. Although 
the data indicated potassium retention, it is doubted that it 
was a definite hormone effect. 


Interdependent Effects of Stress and Adrenal Cortex on Car- 
bohydrate Metabolism.—A series of 280 glucose, insulin, and 
glucose-insulin tolerance tests were performed on 150 normal 
subjects and 53 patients in order to compare the effects of 
cortisone on carbohydrate metabolism in the presence and 
absence of the stress of illness. The observations made are con- 
sidered to be compatible with the concept that there is an 
interaction between stress and adrenal hormone in modifying 
carbohydrate metabolism. They are not reconcilable with the 
view that the metabolic alterations during stress are direct 
consequences of adrenal cortical hypersecretion. 


Journal of Immunology, Baltimore 


71:1-40 (July) 1953 
In-Vitro ae of Tissue Localizing Antibodies. L. Korngold and 
D. Pressman.—p. 1. 
Quantitative "Studies on Passive Cutaneous Anaphylaxis in Guinea Pig 
and > Relationship to Arthus Phenomenon. Z. Ovary and O. G. Bier. 


—pPp. 

Bovine , aa Antigens: I. Effect of Time, Temperature and Con- 
centration of Cells on Absorption of Antibodies from Isoimmune 
Serum. E. J. Lazear and L. C. Ferguson.—p. 12. 

Id.; II. Quantitative Studies on Hemolytic Test. C. Cohen and L. C. 
Ferguson.—p. 15. 

Id.: ILI, Isolation of Blood-Group Specific Substances from Erythrocytes. 
G. C. Royal, L. C. Ferguson and T. S. Sutton.—p. 22. 

Action of Mustards on Interfering, Hemagglutinating and Blating Capaci- 
ties of Influenza A (PR8) Virus. J. Fong and B. Blum ; a 

Persistence of Antigen in Mouse. J. O. Erickson, D. M. Armen and 
R. L. Libby.—p. 30. 

Production of Influenza A Virus in Cells of Allantois. H. J. F. Cairns 
and P. J. Mason.—p. 3 
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Journal Nat. Cancer Inst., Washington, D. C. 
14:1-228 (Aug.) 1953. Partial Index 


Endomitotic Reduplication Mechanisms in Ascites Tumors of Mouse. 
A. Levan and T. S. Hauschka.—p. 1. 

Biological Studies on Stable and Radioactive Rare Earth Compounds: II. 
Effect of Lanthanum on Mice Bearing Ehrlich Ascites Tumor. R. Lewin, 
K. G. Stern, D. M. Ekstein and others.—p. 45. 

Hepatomas in Mice on Diet Containing Bentonite. J. W. Wilson.—p. 65. 

Induction of Ovarian Neoplasms Following Intrasplenic Transplantation 
of Ovarian Grafts to Old Castrated Mice. M. Klein.—p. 77 

Influence of Continued and Intermittent Painting with Croton Oil on 
Skin Tumorigenesis in Mice. M. Klein.—p. 83. 

Tumors of Glandular Stomach Induced in Mice of Six Strains by Intra- 
mural Injection of 20-Methylcholanthrene. H. L. Stewart, W. V. Hare 
and J. G. Bennett.—p. 105. 

Occurrence of Pulmonary Tumors in Mice of Strains A, B1, and SWR 
and Their Fi Hybrids Following Intravenous Injection of 1,2,5,6- 
Dibenzanthracene. M. K. Deringer and W. E. Heston.—p. 127. 

Occurrence of Tumors in Mice Injected Subcutaneously with Sulfur 
Mustard and Nitrogen Mustard. W. E. Heston.—p. 131. 

Neoplasms in Rats Exposed to Single-Dose Total-Body X Radiation. 
J. C. Finerty, R. T. Binhammer, M. Schneider and A. W. B. Cunning- 
ham.—p. 149. 

Neoplasms in Rats Protected Against Lethal Doses of Irradiation by 
Parabiosis or Para-Aminopropiophenone. G. Brecher, E. P. Cronkite 
and J. H. Peers.—p. 159. 

Enzyme Changes Induced in Normal and Malignant Tissues with Chemi- 
cal Agents: II. Effect of Various Compounds on Cytochrome Oxidase 
Activity of Transplanted Tumors. J. Leiter, A. D. Paradis and V. S. 
Waravdekar.—p. 177. 

Effect of Ultracentrifugation and Hyaluronidase on Filtrability of Chick- 
Embryo Extract for Tissue Culture. J. C. Bryant, W. R. Earle and 
E. V. Pepers.—p. 189. 


Journal of Nervous and Mental Disease, New York 
117:95-190 (Feb.) 1953 


Evaluation of Therapeutic Outcome in Mental Disorders. J. Zubin. 
—-p. 95. 

Present-Day Challenge to Psychiatrists. S. Rothenberg.—p. 112. 

Catatonic Syndrome in Case of Subdural Hematoma. L. J. Micheels. 
—p. 123. 

Psychogenic Gastrointestinal Disorder and Cephalalgia with Paradoxical 
Reactions to Hypnosis. J. M. Schneck.—p. 130. 

*Amyotrophic Lateral Sclerosis: 50 Cases Observed on Guam. A. Arnold, 
D. C. Edgren and V. S. Palladino.—p. 13 

Investigations on Use of Cortical Stimulants with Sodium Amytal for 
Narccanalysis. K. M. Keane and F. Kant.—p. 140. 


Amyotrophic Lateral Sclerosis——Arnold and associates ob- 
served, during a tour of duty on Guam, 50 cases of amyo- 
trophic lateral sclerosis among 25,500 natives. The incidence 
of one case in each 510 natives appeared unusually high. 
Information obtained from leading neurologists indicated that 
incidence of one case to 50,000 persons was an approximate 
estimate of occurrence of this disease in the United States; 
thus, the frequency of amyotrophic lateral sclerosis among the 
natives of Guam was 100 times greater. Consanguinity was 
definitely not a factor. Many of the natives attributed their 
affliction to hard work, particularly to forced labor and in- 
adequate diets during the Japanese occupation. Five patients 
were heavy drinkers of “tuba” made from the coconut; the 
remainder drank only moderately or not at all. Most of the 
older natives chewed betel nut, but no apparent relationship 
has been reported. Three patients recalled a febrile illness 
suggestive of encephalitis in their youth. None of the patients 
were affected by the epidemic of Japanese B encephalitis, which 
occurred on Guam during 1947 and 1948. Autopsy was done 
in seven, and microscopic examination of the spinal cords and 
brain stems confirmed the diagnosis of amyotrophic lateral 
sclerosis. The clinical pictures were classified according to the 
three groups recently suggested by Swank and Putnam: the 
complete or Charcot, the atypical, and the incomplete picture. 
The complete, or Charcot, form of the disease was present in 
27 patients who showed amyotrophy, lateral column signs, and 
muscular fasciculations. Bulbar involvement, which eventually 
appeared in all patients of this type, ranged from occasional 
fasciculations and slight atrophy of the tongue to extensive 
facial wasting, marked atrophy and loss of strength to protrude 
the tongue, loss of speech, and impairment of swallowing. 
Eleven of these patients died. In all of the bulbar cases, amyot- 
rophy had become so severe that only fluids could be taken 
and these with difficulty. Five patients were classified as having 
the incomplete type, and 18 as having the atypical type. These 
latter patients showed definite evidence of amyotrophic lateral 
sclerosis, but the distribution of involvement was unusual. 


153 
53 


980 MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., Nov. 7, 1953 


Journal of Thoracic Surgery, St. Louis 
26:111-220 (Aug.} 1953 
Hydatid Disease as It Affects the Thoracic Surgeon. M. P. Susman. 
—p. 111 
*Surgical Considerations in Focalized Pulmonary Histoplasmosis. J. H. 
Forsee, T. F. Pucket and F. E. Hagman.—p. 131. 
Bilateral Bronchiectasis: Clinical and Physiologic Evaluation of Results 


of Surgical Treatment. E. P. Mannix Jr., F. Gerbasi, C. E. O’Brien 
and others.—p. 140. 


Decisions in Thoracic Surgery as Influenced by Knowledge of Pulmonary 
Physiology. W. Woodruff, C. G. Merkel and G. W. Wright.—p. 156 
*Atrio-Septo-Pexy for Interatrial Septal Defects. C. P. Bailey, H. E. 

Bolton, W. L. Jamison and W. B. Neptune.—p. 184. 


Surgical Consideration in Focalized Pulmonary Histoplasmosis. 
—-Forsee and associates show that histoplasmosis is a fungus 
disease often manifested in the lungs. It is rather common 
in a benign form. Their interest developed as a result of 
experience in the surgical management of round pulmonary 
lesions such as tuberculoma and coccidioidoma in an Army 
hospital. As the focalized pulmonary lesions of histoplasmo- 
sis have become recognized, there has been a marked decline 
in the incidence of pulmonary lesions classified as tuberculoma 
in which the tubercle bacillus was not demonstrable. The 
authors have made the diagnosis of focalized pulmonary 
histoplasmosis in 30 patients following surgical exploration 
of the hemithorax and histopathological examination of ex- 
cised pulmonary and mediastinal lesions. The age of the 
patients ranged from 20 to 48 years, and all but two were 
men. The authors regard it as noteworthy that 13 of the 
patients had been in Panama. Symptoms were either mild or 
absent; 14 of the 30 had no symptoms referable to the chest. 
In 12, the lesion was noted on a routine chest roentgenogram, 
and, in two, the discovery was made as a part of a study to 
ascertain the cause of epigastric distress. Among these, one 
patient had had roentgenographic evidence of the lesion for 
seven years, and two patients had had roentgenographic evi- 
dence of lesions for four years. Sixteen patients had symp- 
toms referable to the chest, such as hemoptysis, productive 
cough, chest pain, and moderate loss of weight. The roent- 
genographic findings were those of any other so-called round 
or ovoid density within the lung or mediastinum. Sputum 
smears and cultures of sputum and gastric washings were 
repeatedly negative for acid-fast bacilli. With the use of the 
periodic-acid Schiff stain, Histoplasma capsulatum was iden- 
tified in the excised pulmonary or mediastinal lymph node 
tissue in all patients. Cultures for H. capsulatum were positive 
in only one patient. The inability to culture the organisms 
from the focalized lesions is probably due to their inviability. 
The surgical excision was accomplished by wedge excision of 
the lung tissue containing the lesion in 23 patients. Two had 
lesions excised from more than one lobe, two were treated 
by segmental resection and two by lobectomy (right middle 
lobe). The excision of hilar lymph nodes alone led to the 
diagnosis in three patients. The recognition of histoplasmosis 
as a granulomatous pulmonary lesion, often focalized and 
benign, is a further aid in the diagnosis and therapy of the 
lesions within the lung and mediastinum, the nature of which 
cannot be ascertained without surgical exploration. 


Atrio-Septo-Pexy for Interatrial Septal Defects.—Bailey and 
associates report that since their first presentation of atrio- 
septo-pexy for the correction of abnormal interatrial communi- 
cation considerable additional experience has been gained in 
surgically treating such patients, While the original basic 
concept has proved to be sound, certain technical variations 
have been developed in order to manage the different clinical 
variants of this situation. The authors discuss the pathological 
anatomy, course, and prognosis of interatrial communications, 
explain the principle of atrio-septo-pexy, describe the tech- 
nique of this method, and present the histories of 21 patients 
in whom they employed the method. The operation is a rela- 
tively simple surgical plastic procedure capable of closing 
nearly all types of atrial septal communications by bridging 
the defect with a portion of the invaginated right auricular 
wall. No significant interference with the flow of vena caval 
blood need be produced. The auriculoventricular valves need 
not be disturbed. Should it ever prove necessary to interrupt 


completely the superior vena caval flow, this can be tolerated 
if the azygos vein system is preserved intact. Associated 
lesions, such as coexisting mitral stenosis or anomalous en- 
trance of the right pulmonary veins into the right atrium 
and/or superior vena cava, can and should be corrected at the 
time of closure of the defect. Coexisting total transposition 
of all pulmonary venous return probably requires a two-stage 
surgical procedure for its correction. Very low defects, such 
as persistent ostium primum, may require the addition of 
anterior-posterior approximating atrial mattress sutures, after 
the method of Murray. Great defects, such as single atrium, 
may be improved or corrected by a modification of Murray’s 
technique. To date, the results obtained in correcting defects 
of the septum secundum have been reasonably satisfactory. 
Two deaths occurred in 14 patients with septum secundum 
defects. Clinical improvement was observed in all the sur- 
vivors. In seven patients with persistent ostium primum, com- 
plete closure of the defect was accomplished in four instances. 
Three of the seven patients died, apparently as a result of un- 
related factors, hypothermic depression of the myocardium, 
renal shutdown, and very poor condition. The surgical meas- 
ure, itself, should not entail a great mortality. 


Kentucky State Medical Assn. Journal, Bowling Green 
$1:277-326 (July) 1953 


High Intestinal Obstruction in Newborn and Very Young Infants: Ob- 
servations in Typical and Atypical Cases. C. M. Lee Jr.—p. 277. 

Review of Modern Treatment of Burns. R. H. Moore Jr.—p. 285. 

Complications of Complete Hysterectomy. W. O. Johnson.—p. 292. 

Early Function in Treatment of Fractures of Upper Extremity. W. K. 
Massie.—p. 297. 


$1:327-378 (Aug.) 1953 


Multiple Myeloma (Including Report of 11 Cases). P. J. Parks.—p. 351 


Diet and Arteriosclerosis, with Special Reference to Coronary Arterio- 
sclerosis. A. Steiner.—p. 359. 


Depression as Early Symptom of Severe Physical Hlness. C. H. Crudden. 
—p. 363. 


Abuses of Voluntary Health Insurance. E. D. Baumgarten.—p. 267. 


Maine Medical Association Journal, Portland 


44:183-226 (July) 1953 
Management of Peptic Ulcer Disease. R. G. Metcalf.—p. 183. 


Indications for Schoemaker-Billroth I Operation in Treatment of Peptic 
Ulcer. F, P. Turner.—p. 186. 


Small Renal Cell Carcinoma Presenting As Solitary Cyst. M. Emanuel. 
—p. 192. 


Metastatic Cerebral Tumors. E. L. Foote.—p. 195, 
Thromboembolic Disease—Review. J. B. Danna.—p. 199. 


Brief Discussion of Mycosis Fungoides with Case Report. M. D. 
Bryant Jr.—p. 203. 


Maryland State Medical Journal, Baltimore 


2:349-398 (July) 1953 


Iron Deficiency Anemia. P. F. br sa —p. 351, 
Acute Abdomen. P. Thorek.—p. 355. 


SYMPOSIUM ON DIABETES 
General Management. J. S. Eastland.—p. 363. 
Juvenile Diabetes. H. G. Guild.—p. 366. 
Diabetic Emergencies; Pre- and Postoperative Treatment. B. F. Jones. 
368 


Peripheral Vascular Disturbances. G. H. Yeager.—p. 375. 


Nicotinic Acid Therapy in Vascoconstriction Type of Headache. Z. R. 
Morgan.—p. 377. 


Michigan State Medical Society Journal, Lansing 


§2:689-808 (July) 1953 
The Adenoid Problem. B. H. Senturia.—p. 721. 
Program of Control and Treatment of Tuberculosis in Mental Institu- 
tion. H. Duiker, A. L. Stanley, H. L. Weitz and R. P. Sheets.—p. 726. 
Scope of Public Health. G. W. Anderson.-—p. 730. 
Use of Oral Metrazol in Psychosis with Cerebral Arteriosclerosis. E. J. 
Jensen and R. Leiser.—p. 734. 
Emotional Attitudes of Adolescent. B. B. Stamell.—p. 737. 
Psychosomatic Approach to Convulsive Disorders: Report from Michigan 
Epilepsy Center. H. W. Bird, Z. S. Bohn, R. V. Copeland and others. 
741. 
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Acta Medica Scandinavica, Stockholm 
145:393-474 (No. 6) 1953 

Persistent Diphtheritic Heart Disorders: Follow-Up Investigation. J. Hoel 
and A. H. Berg.—p. 39 

Influence of Folic Acid on Nervous System in Pernicious Anemia: Ex- 
periences Relating to Pernicious Tapeworm Anemia. G. Bjérkenheim. 
—p. 406. 

Transfusion Hemosiderosis: Report of Case Treated with BAL. W. T. I 
Ohlsson, G. T. Kullendorff and L. K. Liungberg.—p. 410. 

Familial Occurrence of Fat-Containing Vacuoles in Leukocytes Diagnosed 
in Two Brothers Suffering from Dystrophia Musculorum Progressiva 
(ERB). G. H. W. Jordans.—p. 419. 

*Primary Pulmonary Sarcoidosis: I. Early Signs and Symptoms. S. Lof- 
gren.—p. 424. 

Effects of ACTH on Hemoglobin Excretion in Normal Dogs. P. P. Lam- 
bert, FP. Gregoire, J. P. Naets and C. de Heinzelin de Braucourt. 
—p. 432 

Arteritis Temporalis and ACTH. R. Schaerstrom.—p. 447. 

Therapy in Restless Legs. N. B. Nordlander.—p. 453. 

Anti-St alu dase: II. Turbidimetric Determination of 
Anti Strept ‘cal-Hyal idase (ASH) in Serums of Normal Indi- 
viduals, Faber.—p. 458. 

*Primary Pulmonary Sarcoidosis: II. Clinical Course and Prognosis. 
S. L6fgren.—p. 465. 


Primary Pulmonary Sarcoidosis.—The initial symptoms of 
primary pulmonary sarcoidosis were studied in 161 women 
and 51 men with bilateral hilar lymphoma syndrome, the 
most important feature of the primary stage of sarcoidosis. 
The term “lymph node stage” is, therefore, suggested for the 
initial stage. In 78 patients (376) the paratracheal lymph 
nodes were also involved, usually on the right side, rarely on 
both sides, and in no instance on the left side alone. In 28 
patients (13%) parenchymal lesions were also observed when 
the diagnosis was made. Erythema nodosum occurred in 107 
women and 6 men. In this group of patients the incidence 
of fever, increased sedimentation rate, and articular symptoms, 
particularly of the ankles, was so high that these symptoms 
must be considered as typical. In 38 women and 32 men, 
sarcoidosis was detected on routine roentgen examination of 
the lungs. As a rule, these patients felt entirely comfortable 
and had a normal or only slightly increased sedimentation 
rate. There was an intermediate group of 29 patients in whom 
erythema nodosum was not present and in whom hilar lymph- 
omas were observed on roentgen examination carried out 
because of other symptoms, such as cough, dyspnea, joint 
pain, or fever. The group of patients with erythema nodosum 
presented fairly consistently the acute stage of the disease and 
offered the best opportunity for studying the clinical aspect of 
primary sarcoidosis. The onset of the disease in patients be- 
longing to the two other groups is more difficult to ascertain 
and these groups must be expected to comprise a certain 
number of cases more chronic in character. Patients were fol- 
lowed up from 2 to 16 years. In addition to the 28 patients 
with parenchymal lesions at the time the diagnosis was made, 
such lesions developed in 53 during the subsequent course of 
the disease. Of these 81 patients, shotty (“miliary”) lesions 
were Observed in 20, reticular in 22, a combination of these 
two types in 29, and patchy or coalescent lesions in 10. Of 
111 patients with erythema nodosum who were available for 
follow-up examinations, 71 (64%) showed complete regres- 
sion of both the lymphomas and the parenchymal lesions 
within one year and 102 (91.9%) within two years. In only 
nine patients (8.1%) was a chronic trend observed. For the 
two other groups of patients the prognosis was significantly 
poorer, probably because these groups comprised cases already 
in the chronic stage when the condition was recognized. Thus 
among 62 patients wtih bilateral hilar lymphomas detected on 
routine roentgen examination and who were followed up, 45 
(72.6%) had a complete regression within two years and 17 
showed a chronic trend; of 28 patients of the third group who 
were followed up, 20 (71.4%) had a complete regression 
within two years and 8 (28.6%) showed a chronic trend. Only 
one of all the patients with complete regression had a relapse. 
Tuberculosis supervened in only one of the 212 patients. 
Exudative pleurisy was never observed. Extrapulmonary mani- 
festations of sarcoidosis were noted in only 26 (12%) of the 
212 patients, but the real incidence of such lesions is prob- 
ably higher. Except for the 13 patients with uveoparotitis 6 
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of whom showed a chronic trend, the extraputmonary mani- 
festations were generally mild and transient. In six patients 
with cutaneous or subcutaneous sarcoids that developed in 
old scars from accidents or operations the role of the traumatic 
factor in the causation of sarcoidotic manifestations was 
suggested. 


Archivum Chirurgicum Neerlandicum, Arnhem 
5:81-168 (No. 2) 1953. Partial Index 


Protein Metabolism of Surgical Patients. F. E. Revers and C. Eikelen- 
boom.—p. 81 


Arteriography by Retrograde Catheterization of Aorta in Renal Pa- 
thology. H. Muller.—p. 108. 

Duodenal Obstruction Due to Malrotation of Intestine. L. W. van 
Ouwerkerk and H. M. C. Poortman.—p. 122. 

Mediastinal Connective Tissue. W. A. Bax.—p. 131, 

*Regional Enteritis. W. F. Suermondt.—p. 157. 


Regional Enteritis —Suermondt points out that lesions in the 
condition, which Crohn designated as terminal ileitis, are not 
necessarily limited to this region and, so, prefers the term 
“regional” to terminal ileitis. Reviewing previous reports and 
his own observations on 18 patients, he feels that the fol- 
lowing factors are important in regional enteritis: 1. Regard- 
less of the location, edema of a circumscribed part of the 
intestine and the mesentery is a characteristic symptom and 
an integral part of the morbid process, at least in the initial 
stages. Later stages are dominated by cellular infiltration of 
the tissues. 2. The disease is not caused by a specific inflam- 
mation. Only normal intestinal flora is found. There must, 
therefore, be a factor that enables the intestinal flora to infect 
a circumscribed part of the intestine. 3. Appendicitis plays no 
part in the etiology. 4. Regional ileitis may disappear spon- 
taneously. 5. There are cases of recurrent attacks of abdominal 
pain and diarrhea, which develop into chronic regional enter- 
itis, a process that requires surgical treatment. 6. Chronic 
regional enteritis is predominantly localized in the ileocecal 
part of the intestine (terminal ileitis in some 80% of cases). 
7. Radical resection does not guarantee a definite cure. A 
relapse may occur several years after operation. The author 
explains why he regards allergic reactions as the primary 
cause of regional ileitis and shows that an allergic origin is 
in accordance with the seven points. The constantly repeated 
allergen-antibody reaction gives rise to allergic reactions in a 
circumscribed part of the intestine; this causes circulatory 
disturbances in the intestinal wall and angioneurotic edema, 
which results in constriction of the intestinal lumen and stagna- 
tion of the intestinal contents. As a result of the combination 
of these factors, the normal intestinal flora may secondarily 
cause an infection of this part of the intestine, which in 
turn gives rise to the clinical symptoms of regional enteritis. 
If possible, clinical and radiological diagnosis should be fol- 
lowed by radical resection. This technique should be preferred 
to enter an intervention resorted to in = cases 
in which resection is not feasible. The prognosis is not favor- 
able, because new allergic reactions may give rise to relapses. 
In case of relapse, antihistamines can be given to prevent 
allergic reactions and antibiotics and sulfonamides to control 
the infection. An elimination diet is also advisable. 


Beitrage zur klinischen Chirurgie, Munich 
186:385-506 (No. 4) 1953. Partial Index 


Question of Clinical Suitability of Fluorochromatizing of Malignant 
Tumor Cells for Attempted Early and Differential Diagnosis. K. Ader- 
hold.—p. 385. 

*Significance of Intravenous Protein Infusion in Man with Particular 
Consideration of Preparation ‘‘Adaequan."” W. Griining and H.-J. 
Wissfeld.—p. 400. 

Deficient Blood Perfusion of Heart Muscle in Patient with Bleeding 
Gastric Ulcer. H. Kihne.—p. 

Technique of Bronchography Under Direct’ Vision with Bronchial 
Catheter Steered from Outside. F. Strnad and P. Bernhard.—p. 430. 
Surgical Treatment of Islet Cell Adenoma of Pancreas. G. Kuhlgatz. 
*Endangiitis Obliterans Associated with Simultaneously Occurring Necroses 
of All Four Extremities as Allergical Reaction to Treatment with 

Penicillin and Sulfonamide. M. A. Schmid.—p. 463. 


Intravenous Infusion of Blood Proteins of Cattle in Man. 
“Adaequan,” a proprietary blood substitute protein prepara- 
tion obtained from the blood of cattle, was given a thera- 
peutic trial by intravenous infusion to 20 patients who had 
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major operations on the abdomen or chorax. The blood pro- 
tein levels of these patients were determined, before and after 
the administration of the preparation, by electrophoresis and 
balance computation with food tables and determination of 
nitrogen in the urine. Anaphylaxis did not result from the 
administration of Adaequan on repeated administration of 
250 cc. of the preparation in one series or when the injec- 
tions were repeated after a three to six weeks’ interval. Four 
patients were given cattle plasma four to five weeks after the 
administration of Adaequan without untoward reactions. Ada- 
equan, which, according to the information obtained from the 
manufacturing firm, consists predominantly of albumin and 
only small additional amounts of globulin, proved to have 
considerable oncotic activity and consequently may be rec- 
ommended for patients who require restoration of the fluid 
reserve. A mild increase in the nitrogen elimination in the 
urine occurring in the first three days after the administration 
of Adaequan was considered as a manifestation of the gradual 
breaking up of the transmitted albuminous bodies. No conclu- 
sions could be drawn concerning the biological utilization of 
the animal proteins. None of the patients showed kidney 
impairment for which the protein foreign to the species could 
have been responsible. The results suggest that animal plasma, 
provided that it had been adequately prepared, may be used 
as a blood substitute for direct intravenous infusion in man. 


Endangiitis Obliterans as Drug Allergy.—Endangiitis obliterans 
with simultaneous involvement of all four extremities and 
concomitant necrosis of all phalanges is reported in a 57-year- 
old man. The general consensus is that endangiitis obliterans 
is caused by a change in the reactivity of the vessels and the 
nervous system of the vessels to the allergic-hyperergic side. 
The author's patient had a congenital as well as an acquired 
tendency to allergic reactions, since his father had had hay 
fever and gout and the patient himself had had syphilis. He 
also had a blood sugar level of 130 to 160 mg. per 100 cc. 
and hypertension up to 225/130 mm. Hg. Shortly before the 
onset of the endangiitic manifestations he had an acute ca- 
tarrhal infection and inflammation of the middle ear, two 
diseases that are well known to be capable of rapidly chang- 
ing the condition of reactivity of an organism. For these dis- 
eases, the patient was given sulfamethazine and _ repository 
penicillin. Within a few days of this treatment, there de- 
veloped, in both hands and legs of the patient, sudden dis- 
turbances in circulation manifested by blue-red spots; pain 
followed: and the hands and feet became insensitive. These 
changes increased rapidly and resulted in ulceration on the 
right foot and in disturbances of cerebral circulation mani- 
fested by an occasional diplopia and loss of memory. The 
simultaneous occurrence of these phenomena while sulfona- 
mides and penicillin were being given was too obvious to be 
considered accidental. A cause and effect relationship be- 
tween the endangiitis obliterans and the chemotherapy must 
be assumed. The assumption was proved by the fact that the 
patient's condition became suddenly worse when he was given 
another brand of penicillin three months after the first treat- 
ment with this antibiotic. Four days after discontinuation of 
the drug, the general condition of the patient improved and 
the necrosis of the fingers and toes, which progressed rapidly 
in the course of the treatment, was arrested. The positive 
results the patient had from three intracutaneous tests with 
penicillin and sulfamethazine furnished additional proof for 
the cause and effect relationship. The author cautions against 
the uncritical use of sulfonamides and penicillin. 


British Journal of Ophthalmology, London 
37:385-448 (July) 1953. Partial Index 


Degenerations of Dog Retina: |. Structure and Development of Retina 
of Normal Dog. H. B. Parry.—p. 385. 
Modification and Defence of Scleral Implant. W. H. Summerskill. 
. 41 


Ridley Intra-Ocular Acrylic Lens: Simplified Operative Technique. V. P. 
Patel.—p. 423. 

Flicker Stimulation in Amblyopia. G. Parsons-Smith.—p. 424. 

Secondary Glaucoma Due to Spontaneous Rupture of Lens Capsule. 
F. S. Hubbersty and J. S. Gourlay.—p. 432. 

Measurement of Corneal Thickness and Its Application to Keratoplasty. 

A. Lister, A. S. Philps and M. Langham.—p. 436. 


J.A.M.A., Nov. 7, 1953 


British Journal of Radiology, London 


26:329-384 (July) 1953. Partial Index 
Venography of Lower Limb. G. L. Gryspeerdt.—p. 329. 
Practical Uses of Venography. F. B. Cockett.—p. 339. 
Development of Rib Notching After Surgical Intervention in Con- 


genital Heart Disease with Description of Two Cases. J. V. Kent. 
—p. 346. 


Comparison of Radiographic Techniques with Special Reference to 
Dosage. G. M. Ardran and H. E. Crooks.—p. 352. 

Further Observations on Friedlander’s Osteomyelitis of Lone Bones. 
M. Findlay and S. Skapinker.—p. 358. 


British Journal of Tuberculosis, London 
47:121-188 (July) 1953 


*Problems of Tuberculosis in Industry: Study of Shoemaking Trade in 
Northamptonshire. A. Stewart.—p. 122. 


Significance of Upper Lobe Atelectasis During Artificial Pneumothorax. 
G. L. Brinkman.—p. 131. 


Some Unusual Manifestations of Bronchial Carcinoma. G. Flavell. 
—p. 135 


Problems of Diagnosis in Intrathoracic Disease: Three Chest Cases. 
G. E. Beaumont and D. G. James.—p. 142. 

Bronchial Carcinoma in Dusty Occupations: Observations in Boiler 
Scalers and Grain Dockers. L. Dunner and M. S. Hicks.—p. 145. 
Dangers of Chemotherapy in Pulmonary Tuberculosis: Report of Case 
of Acquired Hypersensitivity to Streptomycin and Para-Amino-Salicylic- 

Acid (P.A.S.). J. K. McKechnie.—p. 150. 


Adenechondroma of Lung: Report of Five Cases. D. B. Brewer, V. S. 
Brookes and K. Valteris.—p. 156. 


Sarcoidosis Proceeding to Open Pulmonary Tuberculosis, with Subse- 
quent Recovery (with Report of Case). G. P. Maher-Loughnan.—p. 162. 
Development of Arteriovenous Aneurysms in Lung. G. C. Cope.—p. 166. 
Electrical Convulsive Therapy in Psychiatric Patients with Pulmonary 
Tuberculosis. M. Silverman.—p. 172. 
Tuberculosis in the Shoemaking Industry.—Investigations in 
shoe factories in England suggested that “shoemakers’ phthisis” 
was not an industrial disease, but merely an example of the 
sequence of events frequently associated with a laissez-faire 
policy toward the employment of tuberculous persons in in- 
dustry. The relative excess of tuberculosis in the boot and 
shoe industry seems to be due to the presence of an excep- 
tionally large number of tuberculosis carriers in the working 
population; the unequal distribution of cases within the in- 
dustry is due to the fact that in large workshops the spread 
of infection from carriers to fellow workers is greater than 
in small ones. Since shoemaking is, for men, a relatively 
light occupation, the industry probably recruits more persons 
with established tuberculosis than most industries. For the 
same reason it probably permits men in whom the disease 
develops on the job to remain at work much longer than if 
the work were excessively strenuous. In this way, the carrier 
rate is still further augmented. Provided men with chronic 
phthisis work on their own, as do most shoe repairers, their 
presence causes no further harm to the industry as such. But 
if, as in the case of boot and shoe factory workers, they work 
in large groups, the disease spreads to others. 


Bruxelles-Medical, Brussels 
33:1391-1438 (July 5S) 1953 


Biological Hemostasis in Surgery, with a Study of Its Application in 
Neurosurgery. S. A. Gueukdjian.—p. 1401. 
*Chorioangioma: Benign Tumor of the Placenta. J. Snoeck and P. Wilkin. 
—p. 141 
Chorioangioma: Benign Tumor of the Placenta.—Many of the 
complications of pregnancy and many neonatal malformations 
formerly believed to be caused by the presence of a placental 
chorioangioma can now be explained by such phenomena as 
maternal isoimmunization. Prognosis is considered favorable 
for both mother and child, and no difficulty need be antici- 
pated unless, as seldom happens, the tumor is so large that 
it causes dystocia or unless hydramnios leads to a premature 
interruption of the pregnancy. The difficulty of discovering 
small, deeply embedded tumors and diagnostic errors made in 
classifying placental chorioangiomas, which vary widely in 
histological type, have led to estimates of their frequency 
ranging from 1 in 700 to 1 in 9,000. Rapidly developing 
hydramnios and delivery of a premature (seven months) infant 
led to the discovery of a chorioangioma weighing 102 gm. 
on the maternal aspect of the placenta in a 32-year-old patient, 
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para 3, whose two previous pregnancies had proceeded nor- 
mally. The postpartum period was uneventful except for a 
moderate subinvolution of the uterus, and the infant’s growth 
has been normal. 


Deutsche medizinische Wochenschrift, Stuttgart 
78:931-956 (June 26) 1953. Partial Index 


*Complications During Transfusion of Stored Blood Caused by Toxins 
Forming in the Blood. L. Heilmeyer, P. Marquardt. E. Carl and 
M. Matthes.—p. 931. 

Repetitiveness of Allergic Reaction in Human Subjects in Passive Local 
Anaphylaxis Experiment. R. Schleinzer.—p. 934. 

Cardiac Insufficiency Caused by Masked Hyperthyroidism. R. Schwab 
and A. Reinwand.—p. 941. 


Conservative Treatment of Fractures of Head of Humerus. H. Schultz. 
—p. 944. 


Transfusion Complications Resulting from Toxins in Stored 
Blood.—Heilmeyer and associates first cite previous Ameri- 
can and German reports on bacterial contaminants in trans- 
fused blood and the resulting serious complications includ- 
ing deaths. The organisms found in the blood in cases re- 
ported in the American literature were usually gram-negative 
organisms, whereas in the German reports gram-positive organ- 
isms were mentioned. Peripheral vascular collapse was the 
dominating clinical picture. Before presenting three cases of 
transfusion complications observed at their own clinic in Frei- 
burg, the authors describe the procedure followed in storing 
blood in bottles and also the apparatus used for transfusion. 
The first of the three reported cases terminated in death. 
Subsequent examination of the stored blood was _ possible 
only in the first case. In the first case serologic incompati- 
bility between the infused blood and that of the recipient 
could be ruled out by several tests, but bacteriological ex- 
amination of the blood remaining in the bottle revealed gram- 
positive cocci. Blood group incompatibilities could also be 
ruled out in the other two patients with transfusion reactions. 
One of the authors searched for and found so-called “early” 
and “late” toxins in stored human blood. In discussing earlier 
reports on these toxins the authors say that the main prob- 
lem, the pathogenesis of such toxins, has not been fully ex- 
plained. Apathogenic organisms were found, but it was 
demonstrated experimentally that “early toxin” could be pro- 
duced in plasma by enzymatic hydrolysis. It is assumed that 
“early toxin” is a product of protein decomposition. Such 
protein cleavage could be induced by substances in the blood 
itself, by substances that have been added, or by micro- 
organisms, even if they are nonpathogenic. The authors do 
not mean to imply that “early toxin” is the only toxin that 
can produce shock after infusion of stored blood. They point 
out that histamine has been found in dried human plasma, 
and that, in dried serum, another, as yet unidentified sub- 
stance, has been found. The authors emphasize that, ever 
though careful matching of bloods has been carried out, the 
complications induced by mechanisms discussed in this report 
may be more frequent than those caused by blood group 
incompatibilities. They question the value of a proposed Ger- 
man law on blood donorship that disregards these factors. 


Journal of the Indian Medical Association, Calcutta 
22:393-432 (July) 1953. Partial Index 


Diagnosis of Breast Cancer with Radioactive Phosphorus Ps K. L. 
Bhattacharya, R. Datta-Chaudhury, A. Bose and N. N. Das-Gupta. 
—p. 393. 

*Studies of Endemic Fluorosis (Visakhapatnam and Suburban Areas): 
Spinal Compression Due to Skeletal Fluorosis. G. V. Satyanarayana 
Murthi, D. Narayana Rao and P. Venkateswarlu.—p. 396, 

Aureomycin in Treatment of Granuloma Inguinale. M. V. Krishnamurthi, 
C. Sobhanadri and C. N. Sowmini.—p. 402. 

Pneumoperitoneum in Chronic Pulmonary Heart Disease. R. Heilig, 
B. S. Mital and R. K. Sharma.—p. 404. 


Spinal Compression Due to Skeletal Fluorosis.—An_ earlier 
study on the distribution of fluorine in the waters of the 
Visakhapatnam district indicated that this region gave abun- 
dant opportunities for the study of endemic fluorosis. The 
history of a patient with advanced skeletal fluorosis is pre- 
sented. The diagnosis was supported by signs of mottled 
enamel, osseous changes, such as exostoses and increased 
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density of bones, high urinary excretion of fluoride, and the 
fact that the water in the village in which the patient had 
lived contained large quantities of fluorine. When the patient 
was hospitalized, there was tingling and numbness all over 
the body and inability to use the lower limbs. The present 
illness commenced six months prior to admission. The patient 
belonged to a poor family residing in the village Rolugunta 
in the Visakhapatnam district. He had a brother and an 
uncle who had stiff backs; his two children had mottling of 
teeth, which was quite prevalent among children in the locality. 
Motor power was poor in all four limbs, but definitely worse 
in the lower limbs. The gait was spastic-ataxic. These and 
other neurological changes were the result of compression of 
the spinal cord and nerves due to abnormal calcification and 
densification, which could be attributed to protracted inges- 
tion of large amounts of fluorine in drinking water. This was 
the first case on record in this locality in which fluorosis gave 
rise to spinal compression. Investigation of the fluorine con- 
tent of the different wells in the patient's home village sug- 
gested that skeletal impairment described as “stiff back” is 
found to be associated with consumption of water contain- 
ing 10 ppm of fluorine. Fluorine concentration up to 4 ppm 
in domestic waters does not seem to constitute such a grave 
hazard. 


Lancet, London 
2:149-208 (July 25) 1953 


Treatment of Eczema. J. A. Ingram.—p. 149. 

*Chemotherapy of Pulmonary Tuberculosis. C. L. Joiner, K. S. Maclean, 
D. G. Chalmers and others.—p. 152. 

*Bacteriological Control of Therapeutic Trials in Pulmonary Tuberculosis. 
P. Collard, K. Anderson, M. B. King and others.—p. 155. 

An Endocrine Factor in Certain Affective Disorders. J. Malleson.—p. 15%. 

Virus and Virus Antigen in Blood of Smallpox Patients: Their Siz- 
nificance in Early Diagnosis and Prognosis, A. W. Downie, K. Mce- 
Carthy, A. Macdonald and others.—p. 164. 

Effect of Potassium lodate on Endemic Goitre and Protein-Bound lodine 
Levels in School-Children. N. S. Scrimshaw, A. Cabezas, F. Castillo 
and J. Méndez.—p. 166. 

Ocular Manifestations of Varicella. W. P. Griffin and C. W. A. Searle. 
—p. 168. 


Chemotherapy of Pulmonary Tuberculosis.—A year’s trial was 
carried out on the action of isoniazid alone, isoniazid and 
streptomycin, and p-aminosalicylic acid and streptomycin in 
68 patients with chronic pulmonary tuberculosis, most of 
whom had extensive and irreparable lung lesions. Twelve 
patients received 250 mg. of isoniazid daily for 18 weeks, 
and I! were given 250 mg. of isoniazid daily and | gm. of 
streptomycin sulfate six times a week for 18 weeks. Both 
groups received a second course of treatment. Nine patients 
received 250 mg. of isoniazid daily and | gm. of streptomy- 
cin sulfate six times a week for 25 weeks, and nine other 
patients received | gm. of streptomycin sulfate six times a 
week and 10 gm. of p-aminosalicylic acid daily. A group of 13 
patients received isoniazid, p-aminosalicylic acid, and strepto- 
mycin simultaneously, and the remaining patients a different 
combination of two of these drugs each month. Results con- 
firmed that isoniazid alone has no place in the treatment of 
chronic pulmonary tuberculosis but that isoniazid and strepto- 
mycin given together have a definite therapeutic effect. Re- 
lapses after treatment with isoniazid and streptomycin were 
common, but retreatment with the same drugs appeared fully 
effective. 


Bacteriological Control of Therapeutic Trials in Tuberculosis. 
Specimens of sputum from the 68 patients with chronic pul- 
monary tuberculosis reported on in the same journal by Joiner 
and associates were examined by microscopy and culture. As 
long as the patients were receiving treatment, at least three 
specimens from each patient were examined each alternate 
week. The bacteriological results indicated that direct micro- 
scopic examination of the sputum is probably the most useful 
laboratory guide to response to chemotherapy, provided a rigid 
counting technique is maintained. The more frequent the 
observations (the number of specimens examined for each 
reading; for example, one, two, or three specimens per week), 
the smaller was the proportion of patients observed to be 
sputum-negative over a given period. The fewer the examina- 
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tions, the greater was the apparent response to chemotherapy. 
The number of observations and spacing of readings are, there- 
fore, factors of great importance in assessing the response of 
patients to chemotherapy. The success rate for culture of 
specimens that were positive on direct microscopy from patients 
on treatment (73°) was considerably lower than that from 
patients not receiving treatment (91%). Three possible causes 
are suggested. (1) the patients may be excreting bacilli which 
are already dead, (2) the concentration method may be the 
final insult to organisms already attacked by the drugs in use, 
and (3) it is possible that, despite washing, enough drug may be 
adsorbed on the bacterial cells to inhibit growth. The culture 
of isoniazid-resistant strains of Mycobacterium tuberculosis 
presented peculiar difficulties. The authors’ experiments sup- 
ported Fisher’s view that resistant strains were dependent on a 
factor present in fraction V bovine albumin, but absent in 
crystalline albumin. The methods used at present for deter- 
mining isoniazid sensitivities are unsatisfactory because they 
are time-consuming, not always accurate, and too slow in 
yielding results of value in the routine control of treatment. 
The authors’ experience suggests that direct microscopic counts 
give a more rapid and sensitive index of progress and one of 
greater practical value. 


Medical Journal of Australia, Sydney 
1:797-832 (June 6) 1953. Partial Index 


Active Immunization Against Tetanus. E. A. North and R. W. Patterson. 

—p. 797. 

*Simultaneous Immunization of Infants Against Diphtheria and Tetanus. 
E. A. North and R. W. Patterson.—p. 800. 


Method of Treatment of Traumatic Stricture of Common Bile Duct. 
H. Bullock.—p. 803. 


Choledochoduodenostomy in Diseases Involving Biliary and Pancreatic 
Ducts. L. I. Burt.—p. 805. 

Multiple Intestinal Infection. R. Mushin.—p. 807. 

Ruptured Ectopic Pregnancy: Review of 48 Cases. B. L. Jones.—p. 809, 


1:833-868 (June 13) 1953. Partial Index 


Further eee into Aetiology of Glomerulonephritis. D. Biale- 
stock.—p. 


Infective hl Analysis of 1,000 Consecutive Notifications in West- 
ern Australia. D. J. R. Snow.—p. 838. 

Established Breast Feeding. A. Cherry.—p. 844. 

Effect in Vitro of Salicylates on Blood Sedimentation. G. A. W. John- 
ston and H. M. Whyte.—p. 845. 


Folic Acid and Reproductive Efficiency. D. F. Lawson and C. N. 
DeGaris.—p. 848. 


Influence of Hyaluronidase on Absorption from Colon. P. Hagen and 
K. W. Robinson.—p. 848. 


Active Immunization Against Tetanus.—North and Patterson 
cite experiences among British, Canadian, and American troops, 
who had been immunized against tetanus, and among German 
and Japanese troops, who had not been immunized, as over- 
whelming evidence in favor of immunization. A conservative 
estimate of the serum antibody level necessary to give protec- 
tion against tetanus may be taken as 0.1 to 0.2 unit per 
milliliter. Such a level has been found in the blood of subjects 
up to at least nine years after ar adequate initial inmmunization, 
which includes a “routine stimulating’ infection of toxoid after 
12 months. The authors feel that, on the evidence presented in 
this paper, the following principles should be accepted regarding 
active immunization in civilian practice: 1. A basic course of 
three injections of fluid toxoid or of two injections of a toxoid 
containing a mineral carrier should be given. 2. These injec- 
tions should be followed by a “routine stimulating” injection of 
toxoid about 12 months later. 3. No further “stimulating” 
(booster) dose of toxoid should be necessary for at least five 
years except in the event of injury. 4. After minor injuries the 
patient should immediately receive an “emergency booster” 
dose of toxoid if the injury occurs six months or more after 
completion of the basic course or six months or more after 
a “stimulating” dose. 5. In the case of severe wounds, especially 
those of the deep penetrating type, and when there is severe 
shock, both toxoid and antitoxin should be given immediately 
in separate syringes and at separate sites. 6. If there is any 
doubt as to whether a patient has been adequately actively 
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immunized, antitoxin should always be given. 7. When a person 
has been actively immunized against tetanus, he (or the guar- 
dian in the case of a child) should be given a certificate to that 
effect. 


Medicina, Buenos Aires 


13:139-198 (June) 1953. Partial Index 
*Rheumatic Cardiopathy and Cor Pulmonale. A. C. Taquini and B. B. 
Lozada.—p. 139. 
Urinary Elimination of 17-Ketosteroids in Thyroid Insufficiency. C. M. 
Colque, S. Wais, J. M. Martin and E. E. Trucco.—p. 164. 
Stenosis of Esophagus in Tuberculosis. J. H. Resano, J. C. Rey, 
M. Malenchini and R. de Diego.—p. 182. 


Rheumatic Cardiopathy and Cor Pulmonale.—Observations on 
630 patients with rheumatic cardiopathy who were treated in 
the cardiology center of Buenos Aires during a period of six 
years are reported. Chronic cor pulmonale was observed in 
24 (3.8%) patients: in 17 out of 77 with mitral stenosis (22%), 
in 5 out of 163 with double mitral lesions (3%), in 1 out of 
22 with tricuspid and mitral lesions (4%), and in 1 out of 15 
with tricuspid, aortic, and mitral lesions (6%). Patients with 
mitral insufficiency, pure aortic lesions, and combined mitral 
and aortic lesions did not show the coexistence of cor pul- 
monale. The authors believe that there is a correlation between 
mitral stenosis and cor pulmonale from overloading of the 
right ventricle. An early diagnosis of mitral stenosis of rheu- 
matic Origin is of importance for selecting patients for surgical 
intervention, at a time in which the hemodynamic conditions 
are still reversible. In advanced cases, surgical intervention is 
of no avail, since definite anatomic changes have already 
occurred, through which pulmonary hypertension and the con- 
sequent overload of the right ventricle are maintained. 


Policlinico (Surg. Sect.), Rome 


60:137-198 (June) 1953 
Blood Circulation in Bones and Antibiotic Therapy in Osteomyelitis. 
G. Favacchio.—p. 137. 


Amount of Oxygen Used by Patients with Congenital Heart Disease. 
G. F. Della Penna.—p. 154, 


*Interventions on Sympathetic in Acute and Chronic Pancreatitis: Experi- 
mental Studies. G. Brancadoro and G. Cecchi.—p. 162. 

*Study of Hypophysial-Adrenal Function in Postoperative State: Eosino- 
philia Test. G. Grassi, L. Pirovano and V. Valenti.—p. 177 


Treatment of Hepatitis by Intervention on Sympathetic Nerves. 
—-Experiments on dogs revealed that bilateral sympathetic 
nerve block is the best treatment for acute pancreatitis, and 
bilateral splanchnicectomy for chronic pancreatitis. After acute 
pancreatitis was produced in eight dogs, bilateral splanch- 
nicectomy was performed in three of them (one had died) one, 
three, and six hours, respectively, after onset of the disease. 
The sympathetic nerve was blocked in the other four dogs by 
injecting 80 to 100 cc. of 0.5% procaine bilaterally into the 
paravertebral area between the seventh thoracic and the second 
lumbar vertebrae every six hours by the posterior route. The 
animals were killed 24 hours after the interventions. Two other 
dogs that were kept as controls died 8 and 15 hours, respec- 
tively, after the disease had developed. Chronic pancreatitis 
was produced in seven dogs, and they were given a normal diet 
(milk, meat, and bread) for the entire period of the experiment. 
Thirty days after the onset of the disease, bilateral splanch- 
nicectomy was performed in three of these dogs, while the 
sympathetic nerves were blocked in the other four as in the 
dogs of the first group. The blocking was repeated every day 
for 30 days, and all the dogs were killed 30 to 40 days after 
the onset of the disease. Macroscopic and microscopic exami- 
nations revealed that bilateral sympathetic nerve block had 
good effects on the dogs with acute pancreatitis. Clinically, 
pain and anguish disappeared, the circulation improved, and 
urination became more profuse; histologically, the intraparen- 
chymatous alterations were restored to normal. This may be 
ascribed to a temporary inhibiting action of the anesthetic on 
the neurohormonal activity of the gland and to the improved 
arteriocapillary circulation. The same method had no effect, 
however, on the dogs with chronic pancreatitis; their clinical 
and histological picture remained unchanged. Bilateral splanch- 
nicectomy impaired the pancreatic function in the dogs with 
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acute pancreatitis, but gave good results in the dogs with 
chronic pancreatitis. It restored to normal the function and 
structure of the acini and the parenchyma that had been partly 
destroyed. 


Thorn’s Test in Postoperative Patients.—TIhorn’s test was per- 
formed repeatedly in patients who had undergone surgery for 
severe lesions of the stomach, abdomen, thorax, and lower 
extremities. The circulating eosinophils were counted immedi- 
ately before the intervention, | and 24 hours after the inter- 
vention, on the third postoperative day, and every three days 
thereafter to the 10th day. The number of eosinophils dropped 
in all patients one hour after the operation. There was always 
a ratio between the eosinopenia and the type of intervention 
regardless of the age and sex of the patient. The eosinopenia 
was always severest on the first postoperative day and lasted 
for from four to seven days. After that time the number of 
eosinophils increased abruptly and became greater than the 
initial values in some instances. Disturbances and complications 
occurring postoperatively affected the number of circulating 
eosinophils. Since the results of Thorn’s test indicate the way 
in which patients react to surgical interventions, it may become 
a good adjuvant in the diagnosis and prognosis of postoperative 
States. 


Schweizerische medizinische Wochenschrift, Basel 


$3:571-590 Wune 20) 1953. Partial Index 

Therapy of Perforated Ulcers of Duodenum and Stomach. P. Haberlin. 
—p. 571. 

*Experiences with Serologic Diagnoses of Human Brucellosis by the 
Blocking and Coombs Tests. H. Fey and F. Burki.—p. 573. 

*Periarteritis Nodosa. H. Fahrlander.—p. 575. 

Respiratory Dead Space and Alveolar Clearance. P. H. Rossier, A. Bihl- 
mann and H. R. Miller.—p. 577. 


Serologic Diagnosis of Human Brucellosis.—Ordinary aggluti- 
nation for brucellosis antibodies may fail even when brucel- 
losis is strongly suspected. Additional diagnostic procedures, 
such as complement fixation and skin tests are employed, the 
more so since blood cultures for Brucella organisms largely 
depend on accidents. Three serologic tests were used in 219 
patients with brucellosis studied at the clinic in Zurich. They 
were the agglutfnation test (Widal-Wright reaction), the block- 
ing test, and the modified Coombs test. In 18 of these 219 
patients, prozones were detected. Since prozones represent 
specific phenomena of immunity they are particularly impor- 
tant since they make possible a serologic diagnosis of brucel- 
losis in cases in which the ordinary Widal-Wright reaction 
is negative. For this reason it is advisable to begin with serum 
solutions of one-fourth or one-fifth because prozones usually 
appear only in these low solutions. The Widal-Wright re- 
action would have been regarded as negative in these cases, 
because, when it is performed, dilution is usualiy begun at 
1:20, and only a positive agglutination at 1:80 or 1:100 is 
regarded as diagnostic in human serum. The presence of pro- 
zones permits a positive serologic diagnosis. The 219 serums 
included also 19 in which the Widal-Wright reaction was 
negative up to 1:1,280, whereas the blocking and Coombs 
tests were positive 18 times and the Coombs test was positive 
alone in the 19th case. The authors describe the principle 
of the blocking test and of the modified Coombs test and 
stress that the serum of patients in whom brucellosis is sus- 
pected should be examined for blocking antibodies with either 
the blocking test and/or the modified Coombs test. 


Periarteritis Nodosa.—Fahrlander points out that periarteritis 
nodosa is Classified with the diseases of the connective tissue 
apparatus, which are also designated as collagen diseases. 
This concept does not imply that the diseases belonging to 
this group are all elicited by a hyperergic process. The large 
majority of cases of periarteritis are not allergic, and they 
are rarely primary diseases. They frequently begin with an 
infection of the upper air passages that is followed after an 
interval of time by a periarteritic process. In addition to gen- 
eral symptoms, such as anorexia, fever, leukocytosis, and 
prostration, there are manifestations that depend on the organs 
involved. The kidneys, pancreas, urogenital system, and spleen 
are nearly always involved and the skin, muscles, and joints, 
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frequently. Besides skin changes, symptoms involving the 
peripheral nervous system often facilitate the diagnosis. The 
author presents three cases of periarteritis nodosa that were 
treated with corticotropin. One of these cases was verified by 
autopsy and the other two by biopsy. In the first patient, 
in whom the periarteritis nodosa involved skin, peripheral 
nerves, kidneys, and possibly the mesenteric vessels, an attack 
of bronchial asthma preceded the periarteritis. Treatment with 
corticotropin resulted in a reduction of fever and eosinophilia, 
but there was no improvement in the neuritis. A new attack 
involved the pleura. The arteritic process apparently was not 
influenced by the corticotropin. In the second patient, poly- 
arthritis and multiple subcutaneous nodules developed, but 
neither renal changes nor hypertension were observed. The 
temperature was constantly elevated. Under the influence of 
corticotropin therapy, fever and articular symptoms subsided, 
the general condition improved, but the cutaneous eruption dis- 
appeared only partly, and new attacks followed. In the third 
patient, the periarteritic changes followed an infection of the 
upper respiratory passages. Despite treatment with cortico- 
tropin, the process progressed in the vasa nervorum and in 
the subcutaneous tissues as well as in the choroid. The pre- 
sumably periarteritic changes in the lungs disappeared under 
the influence of corticotropin. That the adrenal cortex re- 
sponded to the hypophysial hormone is proved by the complete 
disappearance of the eosinophils from the circulating blood. 
These cases contribute nothing to the still unsolved problem 
of the etiology of periarteritis nodosa. Classification into 
allergic and hypertensive symptoms applied only to case |, 
which began with bronchial asthma, but in this case as in the 
others hypertension was absent at the beginning of the dis- 
order. In the third case hypertension did develop, but only 
late, as a sequel of serious renal damage. Only some of the 
symptoms responded to treatment with corticotropin, and all 
patients experienced new attacks, thus there was no curative 
effect. 


Thorax, London 


8:87-166 (June) 19583 

Oesophagus Lined with Gastric Mucous Membrane. P. R. Allison and 
A. S. Johnstone.—p. 87. 

Atresia of Oesophagus with an Abnormal Tracheal Fold. R. H. Franklin 
and A. J. P. Graham.—p. 102. 

*Prognosis for Contralateral Lung After Resection for Pulmonary Tuber- 
culosis. M. R. Geake and F. H. Young.—p. 104 

Thoracoplasty and Contralateral Pneumothorax. R. A. Smith.—p. 106. 

Long-Term Follow-Up of Thoracoplasty Cases. F. R. Edwards, G. Leggat 
and H. M. Davies.—p. 114. 

New Approach to Pulmonary Emphysema. O. A. Abbott, W. A. Hopkins, 

E. Van Fleit and J. S. Robinson.—p. 116. 

Case of Unilateral Pulmonary Emphysema. P. R. Swyer and G. C. W. 
James.—p. 133. 

Deaths from Asthma in England and Wales. D. A. Williams.—p. 137. 

Cystic Enlargement of Mucors Glands of Bronchus Associated with 
Chronic Bronchitis. A. Duprez and R. Mampuys.—p. 141. 

Localized Bilharzial Granuloma of Lung Simulating Tumour. S. H. E!} 
Mallah and M. Hashem.—p. 148. 

*Blood Supply of Malignant Pulmonary Neoplasms. L. Cudkowicz and 
J. B. Armstrong.—p. 152. 

Choriocarcinoma Arising in Male Mediastinum. M. J. G. Lynch and 
G. L. Blewett.—p. 157. 

Case of Retrosternal Diaphragmatic Hernia. R. Warwick-Brown.—p. 162. 

Haemoptysis as an Indication for Bronchoscopy. S. J. MacHale.—p. 164. 


Prognosis of Contralateral Lung After Resection.—The records 
of 101 patients who had survived more than three months 
after pulmonary resection for tuberculosis were studied. The 
aim was to elucidate factors leading to later deterioration in 
the contralateral lung. Deterioration occurred in Il of 101 
patients. It was more frequent with disease of recent origin in 
the contralateral lung. No evidence was discovered that indi- 
cated that the extent of disease in the resected lung or length 
of history had any appreciable influence. If deterioration is to 
take place, it is probable that it will occur within the 12 
months following the operation. 


Blood Supply of Malignant Pulmonary Neoplasms,—C udko- 
wicz and Armstrong examined the bronchial arteries of patients 
with malignant neoplasms with the aid of an injection of a 
radiopaque material. A diffuse proliferative bronchial arterial 
pattern extending to the tumors was demonstrable in four cases 
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of bronchial carcinoma. Lerge dilated lacunae derived from the 
bronchial arteries were seen in the tumors. No corresponding 
changes in the bronchial arteries were observed in two cases 
of metastatic lung tumor. This evidence supports the observa- 
tions by Wood and Miller in 1938, when they found pro- 
liferative changes in the bronchial arteries only in primary 
bronchial tumors. Their contention that hemoptysis comes 
from the bronchial arteries may well be true in view of the 
large and thin-walled lacunae in the tumor substance that, in 
the lesions described here, were in continuity with enlarged 
bronchial arteries. Presumably the pressure in these dilated 
vascular channels must be high and would exceed the pressure 
in similar blood spaces derived from the pulmonary arteries. 
The association of hypertrophic pulmonary osteoarthropathy 
with bronchial carcinoma is well recognized, and it is of inter- 
est that in two of the cases observed by the authors, in which 
clubbing was prominent, thrombosis and recanalization of 
pulmonary artery branches by the vasa vasorum of the bron- 
chial circulation could be demonstrated. 


Tubercle, London 
34:179-204 (July) 1953. Partial Index 


Tuberculosis Hostels—a Contribution to the Welfare of the Homeless 
Phthisic. W. Hartston and J. F. Macgregor.—p. 180. 

Bronchiectasis in a Community. J. C. H. Mackenzie.—p. 184. 

Protection Against Tuberculosis of Medical Personnel in the Army. L. R. 
S. Macfarlane and C. H. Jones.—p. 188. 

Tuberculoma of Liver Successfully Treated with Streptomycin. J. R. 
Armstrong.—p. 191. 

Internal Pneumolysis. R. D’Sa.—p. 193. 


Ugeskrift for Laeger, Copenhagen 
115:965-1002 (June 18) 1953. Partial Index 


*Epilepsy and Its Medical Treatment. M. A. Lennox.—p. 965. 

"Significance of Electroencephalography in Diagnosis of Epilepsy. F. Buch- 
thal.—p. 972. 

Review of Pathophysiology and Treatment of Myasthenia. L. Engbaek. 
—p. 984, 

Antiepileptics. Brief Review. H. Simonsen.—p. 986. 


Epilepsy and Its Medical Treatment.—Lennox considers the 
medical treatment of epilepsy a trial of patience. It takes time 
to establish the suitable medication for a patient, and one’s 
inventiveness must never fail. Three simple rules if followed 
increase the therapeutic success. The first rule is to determine 
the type of attack and apply the corresponding medication. 
The special diagnostic difficulty here lies in differentiation 
between petit mal and psychomotor attacks of brief duration 
or focal attacks. The second rule is to give adequate doses, 
i.e., to increase the dose slowly until the attacks are under 
control or signs of toxic effects appear. The third rule is to 
change medication or to use a combination of different sub- 
stances, if the aitacks canrot be centrolled by sufficient doses 
of one substance. This should always be done gradually. The 
most important agents available for treatment of grand mal 
are, in the order of their reliability and effectiveness, diphenyl- 
hydantoin (Difhydan), phenobarbital (Phenemal), and Mesan- 
toin (3-methyl-5,5-phenylethyl hydantoin). The two main agents 
available for treatment of petit mal, akinetic, and myoclonic 
attacks are trimethadione (Tridione) and paramethadione 
(Paradione). Some patients become free from attacks with the 
one and not the other: paramethadione is less likely to aggra- 
vate a simultaneous grand mal. A combination of grand mal 
and petit mal in the same patient complicates the therapeutic 
problem; in such cases it is necessary to combine various sub- 
stances. Expressed in figures, about half of all patients with 
epilepsy can be made free from attacks, and another 25% 
can be materially improved. The aim of treatment in epilepsy 
is control of the seizures together with assistance to the patient 
in his adjustment on social, economic, and educational levels. 


Significance of Electroencephalography in Diagnosis of Epi- 
lepsy.—According to Buchthal electroencephalography makes 
it possible not only to analyze the mechanism of the epileptic 
attack and the place of origin but also to examine the condition 
in the free interval. The changed threshold in cortical and/or 
subcortical parts of the brain is as a rule manifest before and 
during the attack and will be seen electroencephalographically. 
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With few exceptions attacks without electroencephalographic 
changes are functional. Many conditions formerly believed to 
be functional are masked epileptic disturbances, especially 
localized in the temporal region. A normal electroencephalo- 
gram during the free interval does not exclude epilepsy. In 
diagnosis and determination of treatment the case history and 
observation of an attack are most important. The electro- 
encephalographic examination often decisively supplements the 
clinical examination. When the anamnestic information is vague 
and no attack has been observed, positive findings in the elec- 
troencephalogram often determine the diagnosis. Abnormal 
frequency in the electroencephalogram appears in the form, 
amplitude, and frequency of the waves. Registration during 
the attack will by and large reveal three patterns: an extreme 
acceleration in the frequency and amplitude of the deflections, 
extremely low frequency of large amplitude (the more un- 
characteristic psychomotor or temporal attacks), and a regular 
alternation between potentials of short and long duration 
(petit mal). 


Union Médicale du Canada, Montreal 
$2:719-842 (July) 1953. Partial Index 


Tumors of the Mediastinum. J. Prévost and L. Décarie.—p. 725. 

Considerations on Some Inoperable Cases of Cancer of the Esophagus 
Treated by Roentgenotherapy During the Years of 1951 to 1952. 
P. Brodeur and S. Lauzé.—p. 750. 

*Bronchopulmonary Cancer: Statistical Analysis of 125 Cases. E. D. 
Gagnon.—p. 767. 

Clinical Considerations on Asthma and Its Treatment. J. Léeger.—p. 77S. 


Bronchopulmonary Cancer.—Since February, 1949, broncho- 
pulmonary cancer was observed in 120 men and 5 women 
admitted to the thoracic clinic of the Notre-Dame Hospital 
in Montreal. Of the 125 patients, 97 were over 50 years; the 
oldest was 79 and the youngest 21. Fifty patients smoked 
more than 20 cigarettes daily, 38 patients smoked less than 
20 cigarettes daily, and 10 did not smoke. The author is 
doubtful as to the significance of tobacco particularly in the 
form of cigarettes as an etiologic cause of bronchopulmonary 
cancer. Cough associated with asthenia, dyspnea, pain in the 
thorax, or loss of weight was the most frequent symptom. 
Most of the patients first seemed to have “grippe.” One should 
strongly suspect bronchopulmonary cancer in a man over 40 
who continues to cough after the other symptoms of the 
“grippe” have subsided. It is also important to remember 
that recurrent pneumonia due to pulmonary atelectasis in a 
man of this age may be indicative of bronchopulmonary 
cancer. Hemoptysis should be considered as a danger sign, 
which indices the patient to seek medical advice, rather than 
an initial symptom of bronchogenic cancer. All persistent 
respiratory changes that do not subside in a man past 40 
after treatment for four weeks should raise suspicion of 
bronchopulmonary cancer. Of the diagnostic means, roentgen- 
ographic examination and bronchoscopy are the most im- 
portant. Of the 82 patients in whom bronchoscopy was 
performed, 52 showed gross changes in the bronchial tree 
suggesting a neoplasm, and in 38 a biopsy established the 
diagnosis. Of 81 patients whose sputum was examined cyto- 
logically, the diagnosis of bronchopulmonary carcinoma was 
estabiished in 10 (12.3%): results of the cytological examina- 
tion were doubtful in 16 patients and negative in 55 patients. 
Exploratory thoracotomy established the diagnosis of broncho- 
pulmonary carcinoma in 29 patients; but in only 19 of these 
could pneumonectomy be carried out. Exploratory thoracotomy 
is the last means of diagnosis in patients with clinical, roent- 
genologic, or bronchoscopic evidence of cancer of the lung. 
Routine roentgenography should be considered the vanguard 
in the detection of bronchopulmonary cancer. Of the 19 
patients submitted to pneumonectomy, 3 died during the post- 
operative period. Of the remaining 16, 9 died within one 
year. Of the seven survivors 3 were followed up for two to 
four years and did not show any symptoms of recurrence 
or of metastasis. In the remaining four the follow-up was too 
short for drawing any conclusions. Early detection of the 
disease by routine roentgenography and thorough examination 
of men over 40 with respiratory changes may improve the 
statistics of survival. 


va 


Vol. 153, No. 10 


BOOK REVIEWS 


Nutrition and Diet in Health and Disease. By James S. McLester, M.D., 
and William J. Darby, M.D., Ph.D., Professor of Biochemistry and 
Director of Division of Nutrition, Vanderbilt University, Nashville. Sixth 
edition. Cloth. $10. Pp. 710, with 14 illustrations. W. B. Saunders Com- 
pany, 218 W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury 
Ave., London, W.C.2, 1982. 


This has always been one of the standard reference books 
in this field, and, with William J. Darby as collaborating 
author for the first time, the present edition is no less com- 
plete and authoritative than previous editions. It has been 
brought up-to-date by the addition of new material that ac- 
cumulates so rapidly that assimilation and selection become a 
bewildering task. The final 84 pages of this volume are de- 
voted to an appendix containing valuable tables of food 
composition, arranged in a variety of ways to be of greatest 
value in the planning of diets. Part | of the text is concerned 
with physiological concepts and biochemical information 
underlying the science of nutrition, with separate chapters on 
proteins, minerals, vitamins, energy metabolism, infant feeding, 
and normal diets. This section constitutes a complete and 
concise review of these subjects that will be acceptable to 
special students of clinical and experimental nutrition and of 
enormous value to practicing physicians and to persons in- 
terested in collateral fields of biological and social science. 

Brevity of treatment is obviously necessary in a text of this 
sort that does not pretend to be a complete encyclopedia of 
the science of nutrition. Supplementary reading is invited by 
a comprehensive bibliography at the end of each chapter. 
Part 2 consists of separate discussions of the nutritional 
problems involved in individual disease entities. There are 
sections on vitamin deficiency diseases, diabetes mellitus, gout, 
obesity and leanness, allergies, and renal, digestive, febrile, 
cardiovascular. hematological, endocrine, and dermatological 
diseases. Especially commendable is the sane and well-informed 
point of view expressed concerning numerous controversia! 
subjects. Of these, two in particular may be cited. The im- 
portance of quantitative dietary purines in gout has recently 
been the subject of much study and disagreement. Despite 
convincing evidence that the purine nucleus can be synthesized 
from simpler compounds, there is still reason to believe that a 
low purine intake is beneficial in the treatment of gout. Simi- 
larly, the dispute relative to low cholesterol intake in pre- 
vention of atherosclerosis cannot be settled at this time. The 
text in this volume points out that animal experiments demon- 
strating the induction of this condition through feeding of high 
cholesterol diets establishes conditions that have no direct 
counterpart in man. Emphasis is correctly placed on the need 
for a conservative attitude toward these trends, with much 
greater importance attached to the control of obesity as the 
major preventive of degenerative vascular diseases. 

One section, under the guest authorship of Dr. Charles 
Lund of Boston, is devoted to the difficult problems encoun- 
tered in relation to both the preoperative and postoperative 
care of surgical patients. Inclusion of such a discussion is 
adequate testimony to the growing importance of nutrition in 
the total concept of surgical therapy. The last chapter pro- 
vides an interesting discussion of nutrition in industry that is 
a pertinent and timely recognition of an often unappreciated 
social and medical problem. 

The volume is clearly written, comprehensive in scope, and 
nicely balanced in treatment of subject matter. It is abundantly 
illustrated with charts, graphs, and tables but contains no 
photographs. It combines, in optimal proportion, the physio- 
logical and biochemical background for the science of nutri- 
tion with an abundance of practical information that greatly 
augments its utility over other volumes that are overbalanced 
in either one direction or the other. It should be in the library 
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of every serious student of nutrition, particularly of these in 
the clinical fields. 

Mention may be made of the omission of any unified con- 
sideration of nutrition in relation to dental health. The subject 
is mentioned only briefly in the discussion of the biological 
function of fluorine. A section dealing with this field would 
widen the scope of usefulness of the book and provide recog- 
nition of the growing conviction that nutrition and diet are of 
fundamental importance in the maintenance of dental health 
and the prevention of dental disease. 


For Girls Only: The Doctor Discusses the Mysteries of Womanhood. 
By Frank Howard Richardson, M.D. Cloth. $2.50. Pp. 98. Tupper and 
Love, Inc., 1090 Capitol Ave., S.E., Atlanta 2, Georgia, 1953. 


Sensible discussion characterizes this small volume, even 
though at times there is a tendency for the writing to become 
somewhat ponderous. In all but 2 of the 14 chapters, the 
scene is 4 girls’ summer camp, an especially appropriate set- 
ting for the frank discussions that are presented. Most of the 
constructive suggestions are made by the camp directress, who 
speaks informally to the girls at special gatherings, but another 
character, in the person of a woman physician, handles the 
semitechnical aspects of body changes during adolescence, 
sexual maturation, and pregnancy. Especially well done are 
the chapters on petting, the difficulties girls have in under- 
standing their mothers, and the problems mothers have in 
getting along with their adolescent daughters. All parents can 
probably benefit from this volume as much as can their daugh- 
ters, and the reading of it might well be recommended as a 
cooperative family project. 


Adventures in Artificial Respiration. By Peter V. Karpovich, M.D., 
Professor of Physiology, Springfield College, Springfield, Massachusetts 
Cloth, $7.50. Pp. 303, with 126 illustrations. Association Press, National 
Council of the Y. M. C. A., 291 Broadway, New York 7, 1953. 


It seems incredible that 117 different methods of artificial 
respiration have been developed, but the author of this volume 
gives descriptions, facts, and dates for that many. The methods 
described are for infants, and for persons asphyxiated by 
drowning, stove gas, war gases, or electrical shock. Special 
emphasis is given to the Nielsen method of artificial respiration 
known in the United States as the back pressure-arm lift 
method. A chapter is devoted to the mechanics of respiration, 
including principles and common misconceptions. The volume 
is well documented, and there are many illustrations, pictures, 
and tables. Members of the medical profession will want the 
book for the historical development. Members of lifesaving 
crews and instructors of water safety should have the book as 
a ready reference. 


The Suprarenal Cortex. Edited by J. M. Yoffey. Proceedings of fifth 
symposium of Colston Research Society held in University of Bristol, April 
Ist-4th, 1952. Colston papers vol. 5. Cloth. $6.80. Pp. 232, with illustra- 
tions. Academic Press Inc., 125 East 23rd St., New York 10; Butterworths 
Scientific Publications, 4-6 Bell Yard, Temple Bar, London, W.C.2, 1953. 


In April, 1952, the Colston Research Society held a sym- 
posium at the University of Bristol on the suprarenal cortex. 
This volume of the proceedings consists of 20 lectures, by 
many leading research workers, which give an admirable sur- 
vey of knowledge of the suprarenal at that time; this field is 
developing so rapidly, however, that some of the concepts 
presented are already antiquated. Discussions follow the lec- 
tures, elucidating many of the topics presented. The topics 
include the nature of pituitary adrenocorticotropin and _ its 
preparation, the microscopic anatomy of the adrenal cortex, 
the chemistry and physiology of the adrenal steroids, and some 
clinical applications. Outstanding are papers by C. H. Li on 
adrenocorticotropin, S. Zuckerman on the adrenogenital rela- 
tionship, G. F. Morrison on urinary adrenocortical steroids, 
and D. J. Ingle on physiology of these compounds. 
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American Academy of Orthopaedic Surgeons Instructional Course 
Lectures. Volume X. Editor: Charles N. Pease, M.D. Cloth. $12. Pp. 
439. with illustrations. J. W. Edwards, 1748 S, State St... Ann Arbor, 
Mich., 1953. 


As the instructional courses of the American Academy of 
Orthopaedic Surgeons have increased in their scope and the 
amount of time given to them, the volume containing these 
lectures has, of necessity, also increased. The editor should be 
highly commended on this book, particularly regarding the 
rapidity with which the volume has made its appearance since 
these courses were given at the academy meeting less than six 
months ago. The format of the book is similar to the previous 
volumes and the excellent size of type makes for easy reading. 
The many reproductions in the book are excellently done, and 
so, from a reader’s viewpoint, the book is easily read. The 
present volume is divided into several chapters, which make 
a nice summary within each chapter. The chapter on braces 
is Of particular interest inasmuch as there are relatively few 
places where one can learn about proper braces. The chapter 
on amputations and prostheses of the upper extremity is also 
rather new and makes extremely interesting reading. This is 
an excellent reference book and, along with the previous ones 
of this series, makes a valuable addition to the orthopedic 
surgeon’s library. 


Surgery of the Pancreas. By Richard B. Cattell, M.D., Surgeon, Lahey 
Clinic, New England Baptist Hospital, Boston, and Kenneth W. Warren, 
M.D., Surgeon, Lahey Clinic. Cloth. $10. Pp. 374, with 100 illustrations. 
Ww. B. Saunders Company, 218 W. Philadelphia 5; 

7? Grape St., Shaftesbury Ave., London, W.C.2, 


This volume, devoted to pancreatic surgery, is based on a 
large clinical experience and is therefore an authoritative con- 
tribution. The first chapter, devoted to anatomy and physiol- 
ogy, is justifiably concise because the subject is well known. 
The second chapter, on congenital malformations, is com- 
plete. The third chapter, on acute pancreatitis, stresses the 
modern viewpoint, emphasizing diagnosis and medical man- 
agement; surgical intervention is considered only under special 
circumstances. The chapter on chronic relapsing pancreatitis 
is one of the best in the book and is an outstanding addition 
to the literature, although general agreement with all prin- 
ciples stated will probably not obtain, as, for example, the 
excision of the body of the pancreas is to be carried out 
only when the process is limited to this portion of the gland. 
The next chapter, dealing with pancreatic cysts, summarizes 
much of what is known on the subject, but there are certain 
minor Omissions such as mere mention of dermoid cysts and 
no mention of echinococcus cysts. More consideration of 
cystadenomas might be expected in a treatise of this sort. The 
chapter on pancreatic injuries is most complete. The last three 
chapters are concerned with pancreatic tumors but scant atten- 
tion is given to carcinoma of the body and tail of the pancreas 
as a cClinicopathological entity. In regard to side-tracking 
operations for palliation, the authors stress the importance of 
bile-tract-jejunal anastomosis and, in addition, the anastomosis 
by T-tube of the obstructed duct of Wirsung to the jejunum. 
It would have been interesting to note what the authors could 
say in regard to the subsequent course of the 28 patients with 
pancreatic duct anastomosis in addition to bile tract enter- 
ostomy as compared with those patients who received only 
the latter procedure, but such a discussion is not given. In the 
description of pancreatoduodenectomy the writers describe 
their methods of reimplantation of the pancreatic stump into 
bowel and only mention briefly that this step is not universally 
agreed upon and that others often simply ligate the stump with 
permanent occlusion of external pancreatic secretion. 

Among 102 pancreatoduod tomies (including 2 total pan- 
createctomies) there were 13 postoperative deaths, i. e., 12.7%. 
Of 38 survivors from pancreatod tomy for carcinoma 
of the head of the pancreas, 10 lived less than 7 months, 12 
lived 6 months to | year, 8 survived | to 2 years; 2 lived 
to 2 to 3 years, | lived 5 years. Among the § patients still alive, 
4 have been living less than 6 months, and one has been living 
6 years. Among 28 survivors for carcinoma of the ampulla, 
15 are still living, 3 of them for five or more years after 
operation. Among 5 survivors from carcinoma of the distal 
common duct, three died 3, 21, and 41 months after operation 
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respectively and two are alive at 7 and 16 months after the 
operation. Among § survivors for carcinoma of the duodenum, 
four lived & &, 13, and 24 months respectively, and one lived 
for 18 months after the operation. 

The writers are to be congratulated on their use of the 
term pancreatoduodenectomy rather than pancreacticoduoden- 
ectomy. On the other hand, certain features long ago intro- 
duced into the literature, and quite probably incorrect, are 
again perpetuated; for example, in the chapter on total pan- 
createctomy the cases of Billroth (1884) and of Franke (1900) 
are again cited although mention is made, quite correctly, 
that survivals for the period alleged to have occurred could 
not be possible without insulin and thus a true total pan- 
createctomy was not performed. Furthermore, the oft-cited 
case of Rockey as a total pancreatectomy is repeated, when 
at the necropsy of this patient 1 cc. of pancreatic tissue was 
discovered. The latter finding is of importance in view of the 
experiments reported by Dragstedt and others that in dogs 
retention of a small fragment of pancreas necessitates a higher 
insulin requirement than when the pancreas is totally removed. 
Thus Rockey’s case should no longer be referred to as a true 
total pancreatectomy. 


The value of this book is greatly enhanced by the profusion 
of excellent diagrams of surgical procedures, and beautiful 
reproductions of roentgenograms well chosen to _ illustrate 
various facts. Another outstanding feature is the extensive 
bibliography at the end of each chapter. The print is large 
and easily read, and the paper and binding are of the highest 
quality. This contribution is certainly the most up-to-date work 
in this field at present, and for this reason is of great value to 
all those doing abdominal surgery. 


The Gold-Headed Cane. {By William Macmichael, M.D., 1827.) With 
foreword by James J. Waring, M.D., and preface by William J. Kerr, 
M.D. Containing text and illustrations of fifth edition [1923], including 
introduction by George C. Peachey and his annotations. Seventh edition. 
Cloth. $6.50. Pp. 186, with illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publica- 
tions, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto, 2B, 1953. 


For some years Dr. Kerr has been convinced of the need 
to arouse in medical students a greater interest in the welfare 
of patients. The “gold-headed cane” has provided him with 
an inspiring device “for bringing the Art of Medicine more 
forcibly to the attention of students, faculty and of all those 
concerned with the care of patients.” This award is granted 
annually in a fitting ceremony at the University of California 
School of Medicine; the gold-headed cane serves to augment 
and embellish other rewards of recognition for scholarship by 
emphasizing the fact that its recipient possesses qualities in- 
herent in the well-educated physician. The history of the 
gold-headed cane extends over a period of more than 130 
years. The fashionable doctor of the 18th century. was some- 
what of a dandy, with velvet or satin coat, a wig and three- 
cornered hat, buckskin breeches, top boots or stockings, 
buckled shoes, gloves, and even a muff. An essential part of 
the physician's equipment at the time was a cane, with a gold 
or silver top, made perforated and hollow so that it could 
contain an aromatic compound believed capable of preventing 
infection. 

This book deals with the earliest traditions of the gold- 
headed cane. In its pages will be met John Radcliffe (1650- 
1729), who was physician to King William and Queen Mary 
of England and who first made the remark, since attributed 
to others, that “as a young practitioner he possessed twenty 
remedies for every disease, and at the close of his career he 
found twenty diseases for which he had not one remedy.” 
Radcliffe carried a gold-headed cane and passed it on to his 
successor in medical practice, Richard Mean. In turn the cane 
was passed along to various successive physicians who carried 
it to meetings of the medically learned; early in the 19th 
century it was deposited in the Royal College of Physicians, 
where it remains to this day. An account of some of the physi- 
cians who carried the cane was first published in 1827 by 
William Macmichael, a second edition appearing in 1828, and 
a third in 1884. The reissue (1923) by George Peachey was 
chosen for the present seventh edition. 
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Man's Foods: Nutrition and Environments in Food Gathering Times 
and Food Producing Times. By Lloyd B. Jensen. Ph.D. Cloth. $4.50. Pp. 
278. Garrard Press, 119-123 W. Park Ave., Champaign, Ill., 1953. 


This book deals with a survey of man’s food from paleo- 
lithic epochs to the close of classical times, and includes a 
discussion of the nutritional influences of various foods on 
man’s development. The author, whose professional fields are 
microbiology and food technology, has been interested in 
ethnic history and prehistoric culture since his youth. Even 
with this backgound, preparation of this volume must have 
been a formidable task. The book contains a wealth of inter- 
esting material from many heterogenous fields, but, unfor- 
tunately, the facts and theories presented are not well organized 
into a smooth, sequential whole. The reader is disconcerted by 
being transported back and forth between prehistoric and 
modern times on innumerable occasions. The style of writing 
does not permit easy reading. Less detailed documentation 
and more generalization would have added to the appeal of 
this book for both laymen and professional persons. The first 
two sections of the book, which deal with food gathering times 
and food producing times, provide many valuable references 
and interesting conjectures. The third section, entitled “Foods, 
Environment, and Man’s Nutrition,” includes miscellaneous 
notes on relationships of nutrition to climatic stress, bodily 
changes and man’s welfare, the social aspects of nutrition, and 
early preparation of food. This book should be of greater 
interest to the anthropologist, sociologist, and historian than 
to the biochemist or physician. 


A Translation of Luigi Galvani’s De viribus electricitatis in motu 
musculari commentarius. Commentary on the Effect of Electricity on 
Muscular Motion. By Robert Montraville Green, M.D. Cloth. $4. Pp. 97. 
with 4 illustrations. Elizabeth Licht, Publisher, 30 Hillside Ave., Cam- 
bridge 40, Mass., 1953. 


Galvani’s account of his pioneer experiments in electro- 
physiology was published in Latin in 1791 and subsequently 
translated into Italian, German, and French. According to the 
preface, however, this is the first appearance of the work in 
English. It is desirable that Galvani’s own account be made 
more widely available to students in this way, for the modest 
and straightforward manner in which he set forth these epoch- 
making facts makes one deplore the pressures that necessitate 
the .publicity-conscious’ maneuvering. with which scientific dis- 
coveries, real and fancied, are. announced today. Another 
timély feature of the- book is Pupilli’s. biographical introduc- 
tion, for it records Galvani’s conflict with the politicians of 
the ,Cisalpine Republic that had been created by Napoleon 
and the consequent poverty of the last days of Galvani’s life. 

The difficulties of rendering the complex sentences of the 
original ‘Latin into readable English have been met expertly 
by fhe translator; the supplementary material has been well 
chosen; there are some interesting illustrations; and the pub- 
lisher hds* contributed an attractive format. This book is rec- 
ommended to students of physiology and- medical history. 

The Neurophysiological Basis of Mind: The Principles of Neuro- 
physiology. By John Carew Eccles, Professor of Physiology, Australian 
National University, Canberra. Waynflete lectures delivered in College 
of St. Mary Magdalen, Oxford, in Hilary Term, 1952. Cloth. Pp. 314, with 
&9 illustrations. Oxford University Press, 114 Fifth Ave., New York 11; 
Amen House, Warwick Sq., London, E.C.4, 1953. 


This monograph on neurophysiology is built on a_ series 
of lectures delivered at Oxford in 1952. The subject of synaptic 
transmission is the main theme of the lectures, and, as the 
author states, the contributions of his own laboratory have 
been given disproportionate emphasis. The first two chapters 
are concerned with the theories regarding the transmission of 
the impulse along the course of the nerve. The ionic hypothesis 
of the resting and active membrane is discussed in detail. The 
author invokes the hypothesis of a “sodium pump” to explain 
the interchange of ions across the membrane and does not 
consider the possibility that acetylcholine may play some role 
in the diffusion of the ions by altering the permeability of 
the membrane. The third and fourth chapters deal with the 
transmission of the impulse at the peripheral junction and in 
the central nervous system. In these chapters the conclusions 
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are in agreement with the generally accepted viewpoint. The 
last-four chapters deal with central inhibition, prolonged func- 
tional changes (plasticity) in the nervous system, transmission 
within the eerebral cortex, and the mind-brain problem. The 
Statements in these chapters are conjectural and highly specu- 
lative, without basis of sound experimental evidence. 

The book is well printed and illustrated by a large number 
of diagrams and models to clarify the text. The subject matter 
is highly technical, and the book will be of interest only to 
physiologists, particularly those who have a special knowl- 
edge of electrophysiology. It might be added that the title of 
the book is misleading in that the subject matter is primarily 
the transmission of impulses. The author has failed to elucidate 
the neurophysiological basis of mind. 


Sehnenverletzungen und Sehnen-Muskelt plantati Von A. N. 
Witt, Privatdozent Oberarzt des V gungsh kent Bad Tolz. 
Cloth. 32.80 marks. Pp. 164, with 122 illustrations. J. F. Bergmann, 
Trogerstrasse 56, Miinchen 27, 1953. 


This book affords a ready source of reliable information on 
tendon injuries and transplantations. The literature on this 
subject that has accumulated in the past 15 years is volumi- 
nous. The author has covered this material well, particularly 
that originating in America, Italy, England, France, and 
Germany. The subject matter is directed to both the specialist 
and the general surgeon. The stress placed on the physio- 
pathology of tendon mechanisms is especially commendable. 
Substitution procedures are admirably presented. This mono- 
graph is not solely theoretical but represents the author's 
personal experience gained while doing work at the State 
Hospital (Staatl Versorgungskrankenhaus), Bad Tolz. The 
simple pen-and-ink sketches and the many fine photographs 
demonstrate pathology and procedures adequately. An ex- 
tensive bibliography is appended at the end of the text. This 
book is recommended to anyone who is interested in this 
subject and who has a comprehensive reading knowledge of 
German. 


The Metabolism of the Tubercle Bacillus. By William F. Drea, D.M.D.. 
Associate Laboratory Director, Colorado Foundation for Research in 
Tuberculosis, Colorado College, Colorado Springs, and Anatole Andrejew, 
1.C., Research Staff, National Center for Scientific Research in France, 
Pasteur Institute, Paris. With foreword by Esmond R. Long, M.D., Ph.D., 
Sc.D., Director of Pathology, University of Pennsylvania, Philadelphia. 
Cloth. $12.50. Pp. 448, with 24 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publi- 
cations, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W.. Toronto, 2B, 1953. 


This is a timely compilation of the literature and the 
authors’ experiences that adds a needed reference volume to 
those of Calmette and Wells. Long, in the foreword, notes 
that a great deal of information accumulated in the last 30 
years is coordinated here. Both authors are pioneers in the 
study of important phases of the problem under consideration, 
and their personal investigations led to the preparation of this 
monograph. Drea is a student of subsurface growth and 
Andrejew, of the mechanisms involved in respiration of the 
bacillus. The chapters on nutrition and respiration cover the 
fundamental physiology of tubercle bacilli, with a compre- 
hensive review of the older literature. The chapter on depth 
growth is the most important in the monograph. It is based 
on the work of Drea and Boissevain, 10 years ago, that 
resulted in striking rapidity of growth from minute inoculums 
in simple mediums. Andrejew, through special skills, elucidates 
the problems of oxygen utilization in subsurface growth. The 
fourth chapter, on enzyme systems, furnishes information of 
specific as well as general interest on enzyme systems afd 
indicates the paucity of applicable information with regard to 
the tubercle bacillus. The closing chapter contains a detailed 
review of chemical studies of the bacillus and its products. 
When possible or desirable, comparison with other acid-fast or 
nonacid-fast micro-organisms is made. The monograph is 
unique and will not be duplicated until new data on the 
tubercle bacillus, its metabolism, and its virulence appear. 
This, however, requires long painstaking study because of the 
slow growth, persistence and natural biological possibilities 
of the micro-organism. 
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QUERIES AND 


EIGHTH NERVE DAMAGE FROM STREPTOMYCIN 

fo tHE Eprror:—What therapy is indicated for involvement 
of the eighth cranial nerve in prolonged streptomycin 
therapy? M.D., Pennsylvania. 


ANsSwer.—There is no specific antidote for damage to the 
eighth nerve from streptomycin. There is usually some spon- 
taneous recovery of function in the first six months after 
therapy with the drug has been stopped. Adequate doses of 
complete B complex vitamins are theoretically beneficial to 
the injured nerve, but there has been no proof of their effec- 
tiveness. When the damage is confined to the vestibular nerve, 
adequate compensation is established by the body in the 
course of a year or two in younger persons; in older persons 
compensation occurs more slowly and is not so complete. 
Head and bending exercises, as described by Cawthorne, are 
helpful in hastening this adaptation of the organism to the loss 
of the vestibular nerves. When the acoustic division of the 
eighth nerve has been effected, there is no specific therapy. 
The best treatment of streptomycin damage to the eighth nerve 
is prevention, that is, the avoidance of dihydrostreptomycin, 
which is particularly toxic to the acoustic division, and the 
limitation of streptomycin to a dose of 1 gm. daily, with 
prompt withdrawal of the drug at the first evidence of loss 
of vestibular response. 


METASTATIC NEUROBLASTOMA 

To tHe FEpiror:—/ would appreciate information treat- 
ment tor an 11-year-old girl with metastatic neuroblastoma 
of the lungs and pelvis. The original tumor was removed 
from the right kidney area, and the patient has had several 
courses of x-ray therapy, which has partially controlled the 
growth of the lesions. Her parents are aware of the ulti- 
mate prognosis but are constantly plagued by persons who 
sugeest various “cures.” Is there anything that may be of 
benefit? M.D., Wisconsin: 


ANSWER.—Certain patients with neuroblastoma widely meta- 
static have shown transient incomplete regression of the lesions 
when treated with compounds having activity as folic acid 
antagonists. Amethopterin and 4 t acid 
(Aminopterin) are the compounds usually ‘employed. Radiation 
therapy has long had a role in temporary control of these 
lesions. Rare instances of spontaneous improvement have been 
encountered. No form of dietary therapy has been shown to 
have salutary effects, nor has the use of any radioactive isotope. 


HEARING OF THE PULSE IN THE EAR 

To tHE Epiror:—What is the cause of and treatment for 
hearing of the pulse in the right ear? There is no pain and 
no deafness. The pulse is distinctly heard when the patient 
is in any position but particularly when he becomes quiet or 
is lying down. There is no continuous murmur, This con- 
dition has been gradually developing for months. 

C. F. Upchurch, M.D., Oceana, W. Va. 


This inquiry was referred to two consultants, whose re- 
spective replies follow.—Eb. 


Answer.—The hearing of a murmur in the ears is fairly 
common. A single rush of blood may be heard with each 
cardiac cycle, or the sound may be split. These sounds are 
usually heard when the patient is recumbent and when all other 
noises are absent. At this time, the hearing apparatus becomes 
exquisitely sensitive to these bruits, which otherwise are lost 
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MINOR NOTES 


in the general noise level. The bruits are particularly notice- 
able when air absorbed in the middle ear is not replaced. They 
may be amplified by closing of the external auditory canal by, 
for example, a pillow. Sometimes the sound can be eliminated 
by swallowing or by blowing air into the eustachian tube. The 
internal carotid artery passes close by the internal ear, and its 
vibration may be transmitted to the cochlea. Hypersensitive 
persons may focus special attention on these noises. In these, 
reassurance is usually sufficient to eliminate the special atten- 
tion given to the noises. These bruits become commoner in and 
after middle age. The presence of a unilateral progressive 
bruit calls for special investigation. Occasionally, it may indi- 
cate the presence of an intracranial arteriovenous aneurysm. 
Such bruits may be sufficiently loud to be heard by direct 
auscultation. Arteriovenous aneurysms with unilateral bruit 
may develop after severe skull injury. Neurological examina- 
tion may establish the site of the lesion. X-ray investigation 
may rarely show such aneurysms. 


ANSWER.—The internal carotid artery in its canal through 
the petrous bone passes close by the inner ear. A patient may 
occasionally hear his pulse under physiological conditions, such 
as tight closing of the external canal by impacted cerumen or 
by resting of the head on and occluding of the ear by an arm 
or a pillow, in absolute quiet; the artificially increased bone 
conduction makes possible the perception of the sound of the 
pulsation. The pulse may be heard also during increased 
activity of the heart (as the result of physical exercise or 
emotional excitement). Some clinicians contend that all of 
these conditions act directly or indirectly on the blood supply 
to the auditory neural elements or their supporting tissues. 
Aneurysm of the internal carotid artery and other cardio- 
vascular disorders may cause excessive sound, which could be 
transmitted to the inner ear. Similarly, angiogenetic neoplasms 
in the vicinity of the petrous bone could cause such a symp- 
tom. In some instances this type of pulsation may even be 
heard directly or through an otoscopic diagnostic tube by the 
examiner (objective tinnitus). Hypertensive states may also play 
a role. A pulsating sound or subjective ear noise may be 
present as a psychosomatic manifestation. The normal sound 
of circulation, which is below the threshold of perception, 
may become noticeable. Proper treatment may be determined 
only by extensive clinical study to find the cause of the symp- 
tom. Apart from a comprehensive investigation of the auditory 
mechanism, all constitutional influences must be duly con- 
sidered. It should be borne in mind that pulsating tinnitus may 
occur independently of ear disease or it may be aggravated 
by some underlying general condition. 


PENILE INDURATION 


To THE Epiror:—A married clergyman, aged 50, who has 
three children, for three months has complained that during 
intercourse his penis angulates at about a 45 to 60 degree 
angle to the right. There is no pain. He has never had any 
Other genitourinary disorder, and physical examination re- 
veals no abnormality. The prostate and scrotal contents 
appear normal, What is the cause and the treatment? 


M.D., New York. 


ANSWER.—From the data offered in this case, it would 
seem that the clergyman’s symptoms are caused by Peyronie's 
disease. This condition, also called fibrous cavernitis or penile 
induration, results from induration of the corpora cavernosa 
in the penis. In most cases, the lesion is self-limiting and the 
symptoms become ameliorated in the course of time. Good 
results have been reported recently in treating this condition 
with cortisone. Radium packs have been used with good results 
in a small percentage of these cases. Surgical treatment has 
also been tried in some cases, but as a rule the results have 
not been satisfactory. 
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LOUD FETAL HEART MURMUR 


To THE Epitor:—An obstetric patient had no complications, 
but about one month prior to term I heard a loud, blow- 
ing, systolic fetal heart murmur, which persisted at every 
examination. | have never heard such a sound before. It 
was not a uterine souffle or any other sound of pregnancy. 
It definitely was synchronous with the fetal heart beat. Am 
I right in assuming that it was due to patent ductus arteri- 


osis? William B. Gerlach, M.D., Harlowton, Mont. 


This inquiry was referred to two consultants, whose re- 
spective replies follow.—Ep. 


ANSWER.—It is not likely that the murmur was due to 
patent ductus arteriosis. It was probably a fumic or umbilical 
souffle, which is characterized by a sharp whistling sound, 
synchronous with the fetal pulse. It can be heard in about 
15% of patients and is due to a rush of blood through the 
umbilical arteries when they are subjected to pressure by 
torsion, twisting, or tension of the umbilical cord. 


ANSWER.—It is questionable that the systolic murmur heard 
was due to patent ductus arteriosus. Every newborn child 
normally has patent ductus arteriosus, which closes shortly 
after birth. It is extremely difficult to diagnose murmurs in 
infants during the first six months of life. It is doubly hard 
to diagnose a murmur in the fetal heart. About all that can 
be done is to note, from the standpoint of academic interest, 
that the fetus has a systolic murmur. If the murmur persists 
after birth, the child will require constant observation before 
the cause of the murmur can be determined. 


CHARCOT’S JOINTS 


To THE Epiror:—A man, aged 90, has had a Charcot’s right 
knee (neurogenic arthropathy) and a Charcot’s left ankle, 
on a tabetic basis, for 10 years. The joints are badly dis- 
integrated, but, with the support of braces, the patient has 
been able to pursue his occupation, the operation of heavy 
equipment. He has had several courses of penicillin therapy 
and, except for the joint disease, has had no signs of tabes 
for a long time. He insists on being given yearly courses of 
6 million units of penicillin. Recently, the ankle underwent 
further disintegration, but this seemed to stop during a course 
of penicillin therapy. 1 am told that penicillin does not alter 
the course in Charcot’s joint. 1. What are the chances that 
arthrodesis would be successful? 2. Will a Charcot’s joint 
in which the disease apparently has been arrested for years 
disintegrate further? 3. Would you advise yearly or half- 
yearly administration of penicillin to avoid further dis- 
integration of the involved joints? Pennsylvania. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Ep. 


ANSWER.—1. Whether arthrodesis of the knee and ankle 
would be successful can be determined only by an orthopedist 
on the basis of a personal examination of the patient and 
roentgenograms. 2. A Charcot’s joint can disintegrate further 
long after the disintegration process seems to have stopped. 
3. The apparent effect of penicillin on the ankle disease is the 
result of chance. No form of antisyphilitic treatment has a 
beneficial effect on Charcot’s arthropathy, the management of 
which, at least in the knee and ankle, is purely an orthopedic 
problem. Further antisyphilitic treatment, whether with peni- 
cillin or by any other means, is not worth while prophy- 
lactically to avoid further destruction of the involved joints or 
involvement of other joints. The Charcot change is unpre- 
dictable, may occur at any time in a patient with long-standing, 
apparently arrested tabes dorsalis, and is neither preventable 
nor curable. 


ANSWER.—1. The chances of obtaining a successful arthro- 
desis of both the knee and ankle on the affected side in patients 
with neurogenic arthropathy are almost nil. The chances of one 
of these joints being fused is somewhat better and would be 
worth a trial; however, adequate braces would probably be just 
as effective. 2. Charcot’s joints in which the disease process 
appears to have been arrested for several years may disintegrate 
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further and often do. There is never any spontaneous improve- 
ment from a roentgenologic or functional standpoint. 3. If the 
tabetic process is arrested, as determined by serologic tests, 
repeated administration of penicillin will have no objective 
effect on the arthropathy. It is probable that any effect seen 
is coincidental or psychic. Furthermore, it will not prevent the 
development of neurotrophic changes in other joints that are 
not affected at this time. 


DACRYOCYSTITIS 


To tHE Epiror:—What is the most effective treatment for 
resistant, purulent dacryocystitis? 


W. O. Bailey, M.D., Leesbure, Va. 


ANSWER.—Dacryocystitis ordinarily is due to an occlusion 
of the distal end of the lacrimal sac within the nose. The 
treatment consists essentially of the establishing of a connection 
between the sac and the nose. This may be done by probing. 
which usually is not very successful. Recently, a procedure in 
which a small plastic tube is threaded through the lacrimal 
punctum into the nose has given satisfactory results. In the 
event that this proves unsuccessful, the procedure of choice is 
inostomy, in which the medial wall of the lac- 
rimal sac is sutured to the nasal mucosa through an opening in 
the bony wall of the nose. All patients with dacryocystitis 
should be examined by a rhinologist to exclude the presence of 
nasal conditions causing obstruction of the nasal lacrimal 
ostium. 


+ 
Gacryocystor 


TIRED AND NERVOUS PATIENTS 


To tHE Epitor:—Many patients, especially women, are nervy- 
ous and tired, have cold intolerance, dry skin and hair, 
and borderline-low or low basal metabolic rates and border- 
line-high serum cholesterol. They feel much better while 
taking from 0.5 to 3 grains (0.03 to 0.3 gm.) of desiccated 
thyroid; yet, they are said to react normally to radioactive 
iodine and protein-bound iodine tests. Are these patients at 
all hypothyroid? If not, does it harm them to take thyroid 
extract over a long period of time? 


G. V. Lemmon Jr., M.D., Springfield, Mo. 


ANSWER.—Many patients have basal metabolic rates con- 
siderably lower than the average normal level without clini- 
cal evidence of thyroid disease and with evidence of normal 
thyroid function as determined by radioiodine collection by 
the thyroid gland and by protein-bound iodine of the blood. 
In many instances this condition has been determined to be 
a constitutional characteristic. It is frequently accompanied 
by symptoms of a chronic fatigue state. Some, but by no 
means all, of these patients may feel better and have less 
fatigue if they are given a dose of desiccated thyroid that 
will maintain the basal metabolic rate at or near the average 
normal level. Occasional clinical observation should be made 
to be sure that symptoms or signs of hyperthyroidism do not 
supervene. No demonstrable harm has been reported to result 
from administration of desiccated thyroid providing the basal 
metabolic rate has not been raised above normal levels: how- 
ever, the advantages of this procedure are questionable in 
most instances. Hf the basal metabolic rate is elevated by 
desiccated thyroid over a considerable period of time, cessa- 
tion of medication may, as Farquharson has pointed out, be 
followed by a temporary period of hypothyroidism until the 
thyroid gland has recovered its normal function. 


ALOPECIA AREATA 

To THE Epiror:—What local skin lesion would cause loss of 
hair on the lateral side of the chin, leaving residual, smooth, 
baby-like skin the size of a dollar, with no symptoms re- 
sembling alopecia areata? M.D.. New York. 


ANSWER.—Alopecia areata may occur on areas other than 
the scalp. The eyebrows and beard area are often affected. 
In the case described, the presence of a sharply defined patch 
of smooth skin, devoid of hairs and without signs of inflam- 
mation or scars, suggests alopecia areata. 
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VECTORCARDIOGRAPHY 


To tHE Epitor:—Please send me information vector- 
cardiography. What is the principle involved, and what are 
the practical applications? 


A. R. Powell, M.D., Elkader, lowa. 


AnNswer.—During the complex spread of the cardiac im- 
pulse through the myocardium, areas are created that have 
been reached by the wave of activation while other, progres- 
sively smaller, areas remain to be activated. Similarly a 
reversal of events takes place during recovery from activation. 
The net effect of either process results in differences of electric 
potential in a large number of areas. Those activated can be 
said to represent the negative pole or source of an electric 
battery, and those still to be activated, or already deactivated, 
its positive pole or sink. The electromotive force thus created 
at any instant of depolarization and repolarization of the 
heart can be diagrammatically represented by an arrow having 
a certain direction, a certain length (magnitude of the electro- 
motive force), and a certain orientation (sense) with respect 
to its positive and negative ends. Such a geometric repre- 
sentation of a force in space is called a vector. 

In the heart, the vector is assumed to originate in a central 
point. It changes its length and direction from moment to 
moment during ventricular activation and deactivation (and 
also during that of the auricles), depending on the relative 
amount of activated and resting cardiac tissue. By connecting 
the tips of all momentary vectors, two loop-like figures or 
“vector loops” are obtained, depicting, respectively, the course 
of activation and deactivation of the ventricular myocardium. 
Since these vector loops have a certain spatial orientation, 
their contour will be different if viewed in different planes of 
the body. 

The conventional electrocardiogram is considered to repre- 
sent the projection of the vector loop on the frontal and 
transverse plane of the body. Thus, the frontal vector loop 
can be constructed from leads obtained in this plane (leads 1, 
2, 3 and the aV limb leads) by plotting on a coordinate 
system the size of a deflection, at consecutive time intervals, 
as measured in two of these leads; and vice versa the contour 
of the electrocardiogram can be determined by construction, 
if the contour, direction, and magnitude of the vector loop is 
known. Methods have been developed for direct recording of 
vector loops in the different planes, as well as for quick 
approximate determination of the vectorcardiogram from the 
conventional electrocardiogram. At present, however, the 
former method of direct vectorcardiography is too complex, 
time-consuming, and expensive and the latter method is not 
accurate enough to replace routine electrocardiography in 
practice. 


CRAMPS ASSOCIATED WITH PREGNANCY 

To tHE Epiror:—!I read that 5 grains (0.3 gm.) of quinine gave 
complete relief of cramps that are associated with pregnancy 
and that occur at night. 1 have used this in several cases and 
have had good results. However, | wonder whether there 
could be any deleterious effect to the eighth nerve of thie 
fetus or the mother. Kindly give an opinion about the use 
of quinine for this condition. 


R. J. Stein, M.D., Pierz, Minn. 


ANSWER.—Since there is some danger in the use of quinine 
during pregnancy, it would seem that a simpler way to relieve 
the cramps would be the use of 30 drops of concentrated 
percomorph liver oil daily. Relief is obtained in one to three 
days, and the dose can be raised or lowered or discontinued, 
depending on the relief of symptom. Many things will relieve 
these cramps, including quinine, cod liver oil, calcium, para- 
thyroid, and activity. They are theoretically caused by local 
stagnation of blood in the muscle tissue due to low blood pres- 
sure and slow pulse rate that is often present and norma! 
during pregnancy. According to this theory, lactic acid accumu- 
lates and causes the cramps because of its toxicity. The leg 
cramps are also present in many nonpregnant women as well 
as men and often are relieved by the same treatment. 


J.A.M.A., Nov. 7, 1953 


POLYCYSTIC RENAL DISEASE 


To THE Epitor:—A young woman in good health has given 
hirth to two full-term babies. Both pregnancies and de- 
liveries were uneventful, but neither baby lived more than 
a few hours. In each instance the cause of death, as deter- 
mined by autopsy, was found to be polycystic kidney disease. 
Both the wife and husband have been studied by excretory 
urography, and there is no evidence of renal anomaly. 
There is also no family history of kidney disease. This 
couple wants to know what the probability is that a third 
child may have polycystic kidney disease. 

M.D., Washington, D. C. 


ANSWER.—The influence of heredity in the incidence of 
polycystic renal disease is of major importance. The mere 
fact that a denial of renal disease is made by the parents 
of polycystic babies is insufficient. A meticulous study for 
evidence of renal disease in all members of both families 
should be made in parents and grandparents, uncles and aunts, 
and brothers and sisters. It is well known that such inheri- 
tance may skip a generation and may be present in only one 
or two of several children. The clinical evidence of poly- 
cystic kidney in adults may be obscure. In some cases the 
presence of hypertension alone will be the clue. The diagnosis 
of polycystic kidney cannot be excluded by excretory urogra- 
phy alone. In the early decades the deformity may be limited. 
Furthermore, excretory urography frequently may not visual- 
ize minor deformity, and clear retrograde pyelograms should 
be made in order to do so, Since the disease may not occur 
in all children of families, there is a possibility that a third 
child may be born without this lesion. On the other hand, 
since both infants had evidence of polycystic disease, it is 
doubtful whether the couple should be encouraged to have 
more children. 


INSECTICIDE TOXICITY 


To tHe Epiror:—What are the health hazards from using a 
heavy fog of gamma benzene hexachloride in a fogging 
machine? Are mosquitoes more easily killed by it than 
flies? Are there not better and less dangerous ways of 
getting rid of mosquitoes than by fogging? 

M.D., Pennsylvania. 


ANSWER.—The use of a heavy fog of gamma_ benzene 
hexachloride in a fogging machine outdoors has not been 
found to result in injury to health even though this operation 
has been conducted extensively over many areas of the 
country during the last few years. The person who would be 
most likely to receive excessive exposure would be the operator 
of the fogging machine. Benzene hexachloride will hold 
mosquito larvae in check with appreciably lower concentra- 
tions than are necessary to prevent the emergence of house-fly 
larvae. The benzene hexachloride was found to be the most 
effective of a group of 33 insecticides in killing mosquitoes. 
The predominating factor in the toxicology of gamma benzene 
hexachloride is stimulation of the central nervous system 
resulting in hyperirritability and lack of muscular coordina- 
tion. Excessive exposure may cause death. Absorption can take 


‘place through the gastrointestinal tract, the respiratory tract, 
‘and the skin. Storage is greatest in the fatty tissues, but 


significant amounts are deposited in the liver and kidneys. 
Absorption through the gastrointestinal tract is of relatively 
low order, but the customary precautions against prolonged 
and extensive inhalation should be observed. 


COUNTING OF CHROMOSOMES 


To THE Eprror:—By the use of electron microscopy, has any 
investigator been able to count the chromosomes in the 
cells of human tissue? 


Luther M. Strayer Jr., M.D., Bridgeport, Conn. 


ANSWER.—It is not necessary to use the electron microscope 
to count human chromosomes, because they are large enough 
to be seen and counted by an ordinary microscope. In fact, to 
use an electron microscope for this purpose introduces many 
difficulties. 
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